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The health strategy, while presenting these issues as problematic, does not examine the
root causes of gender differences in health behaviour and resulting morbidity and
mortality.  Factors that might limit an individual’s capacity to make healthy choices are
not analysed. 

This report will explore and highlight gendered social structures and masculinity theory
as an explanatory framework that can assist in identifying the fundamental issues in
men’s health and suggest opportunities for action, particularly in relation to men’s
different needs in provision and access to services. While recognising that different sub-
groups of men are more likely to experience health inequalities, it is beyond the scope
of this report to detail those experiences in depth. It is hoped that this report will
provide a broad framework from which services can adopt relevant recommendations
appropriate to their needs. 

1.2 Men’s health and women’s health

It has been argued that the focus on sex differences and comparisons in health status
contributes to polarization of men and women, while in reality men’s and women’s
health are related and influence each other. The gendered nature of men’s health
behaviour can have negative consequences for women’s health, for example, in the
areas of men’s violence, sexual assault, unwanted pregnancy and sexually transmitted
diseases (Sabo 1999). Traditional caring roles can place an unfair burden on women (as
mothers and partners) to maintain men’s health in addition to their own (Sabo 1999).

Moreover, this focus places men into a homogeneous group, while in fact there are
significant health variations between different subgroups of men. The ability to look at
sex and gender as part of a single system may have important consequences – by
examining and assessing both men’s and women’s separate health and health care
needs, services can be tailored to meet those needs more effectively, leading to better
outcomes for all (O’Brien & White 2003). 

Neither men nor women are ‘minorities’, needing special treatment. All
patients…are either male or female and if services are to be effective, efficient

and evidence based, the recognition of this reality needs to be at the heart of the

planning and delivery of care. Failure to pay attention to differences between men

and women will clearly reinforce existing gender differences 

(Doyal et. al 2003 cited in O’Brien & White 2003:1).

The World Health Organization (WHO) has highlighted gender as a fundamental issue in
health. Within a global context, work has mainly focussed on gender equity and
empowerment of women; however, the WHO also recognises that the construction of
gender impacts on men’s health (WHO 1998). 

By advocating for attention to men’s health as a specific action area, it can be argued
that men’s health can be seen to be in competition with women’s health for status and
resources. However, “reducing the negative effects of inequalities can improve the
health of both sexes” (Francome 2000:7). This report takes a non-competitive stance,
believing that increased awareness and resources are needed for both men’s and
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“Both men and
women suffer
when clinicians,
managers,
researchers and
policy makers fail
to understand the
ways in which sex
and gender
influence health
and health care” 

(Coote 2003:7)

1.1 The development of Men’s Health’

The idea of “Men’s health” as an area of study and provision, has recently gained
increased attention internationally and in Ireland. The national health strategy Quality
and Fairness (Department of Health and Children [DOHC] 2001:154-155) delineates men’s
health as a distinct action area under the national goal (1) of “Better Health for
Everyone” states that

‘A policy for men’s health and health promotion will be developed’ (Action 15)

The National Health Promotion Strategy 2000/2005 (DOHC 2000) targets men as a
population group, with the strategic aim to develop a plan for men’s health, including
the following objectives:
• To initiate research in the area of men’s health
• To work in partnership to inform the development of a plan for men’s health.
• To facilitate the development and implementation of current health promotion 

initiatives aimed at men.
• To identify and develop models of working with men to promote their physical and 

mental wellbeing.
• To support the implementation of the recommendations in the Report of the National

Task Force on Suicide, Building Healthier Hearts, and the policy Towards a Tobacco 
Free Society that relate to men.

In October 2003, a working group was formed by the DOHC to begin the process of
developing a national men’s health and health promotion policy.  The Health Promotion
Unit held a consultation day in January 2004 to gather views and opinions on how to
advance Action 15, and hosted a National Men’s Health Conference in December 2004.  

A men’s health advocacy group, the Men’s Health Forum Ireland (MHFI) has been formed
and has published a report on the health status of men in Ireland (MHFI 2004). The
Institute of Public Health (IPH) has published an All-Ireland Men’s Health Directory,
mapping out activity in the area of men’s health (IPH 2004).

Health boards have also begun to address men’s health. Some examples of activities
include the appointment of a men’s health development officer in the North Eastern
Health Board (NEHB). The DOHC has funded a men’s health researcher, based in the
South Eastern Health Board (SEHB). One men’s health strategy has been published
(Western Health Board 2000).  There has been a national conference on men’s health in
1998 (North Western Health Board 1999). The North Eastern Health Board has published
findings from a qualitative study on men’s health beliefs, attitudes and perceptions,
Men Talking,  (Stakelum & Boland 2001), and a report from a Men’s Health Consultation
Day (NEHB 2002).

The Mid-Western Health Board (MWHB 2004:170) Service Plan 2004 states that “an
action plan for Men’s Health will be published in 2004” with relevance to Action 15.
Research has been published by the MWHB focussing on young men and mental health
(Begley et al. 2004).

The health strategy Quality and Fairness highlights gender differences in mortality,
particularly premature mortality, as the main issue in men’s health, and proposes that
much of the inequality in mortality rates is preventable and largely due to lifestyle
behaviours. Men are more likely to experience accidents during sport and work activity,
and are more likely to partake in risk taking behaviour such as speeding, drinking and
driving and not wearing seat belts. Men are more likely to have a less healthy diet, drink
more alcohol, and become involved in substance abuse. Young men are more likely to
commit suicide. Men are less likely to take preventive health measures and less willing
to seek medical care. 
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In conclusion, the rationale for developing a men’s health plan in the Mid-west is multi-
factorial. This plan has been developed to support the achievement of national health
strategy key goals and actions at local level. It has also been developed to highlight
gender as a determinant of health, and make the case for attending to gender specific
needs that can result in better health outcomes for the whole population. 

1.4 Defining men’s health and health promotion

The most recent definition of health provided by the WHO is gender neutral: “… a
resource for everyday life, not the objective of living; it is a positive concept
emphasising social and physical resources, as well as physical capacity” (WHO 1986:1).
By not referring to gender the WHO makes the definition universal; on the other hand,
this also overlooks gender as an influence on the health of a population. Health policy
appears reluctant to define men’s health. Some reports prefer to define men’s health
within a sexual health context or through specific conditions that are limited to men or
more prevalent or serious in men. 

Lloyd & Forrest (2001) use a definition that is adapted from a definition of women’s
health: “…conditions or diseases that are unique to men, more prevalent in men, more
serious in men, for which risk factors are different for men or for which different
interventions are required for men” (Fletcher 1977 in Lloyd & Forrest 2001:1). Not fully
satisfied with the definition, however, they recommend that “…a broad (inclusive)
definition of men’s health should be developed, to include conditions, issues and clinical
practice, and to be placed within a public health and inequalities framework” (Lloyd &
Forrest 2001:53).  This report recommends that such a definition needs to address male
gender issues - risk, reluctance and masculine behaviour – and their relationship to
men’s health status, access to and use of health services.

Health promotion is often described in gender neutral terms as “…a process of enabling
people to increase control over their own health” (WHO 1986:1).  Modern health
promotion operates within the socio-ecological model of health, where individuals
interact within a physical, social, and economic environment, and where individuals are
seen as having limited control over their health. Reducing health inequalities and power
differences (empowerment) are seen as processes that will improve and enhance health
of a population. Health promotion is therefore concerned with creating supportive
environments for health, strengthening community action for health, healthy public
policy and reorienting the health service in addition to facilitating personal skills for
health (WHO 1986). 

Building upon these definitions, this report defines men’s health promotion as a process
that enables men to increase control over their own health, that challenges traditional
masculinity norms and expectations, that challenges health inequalities among men,
and that challenges power differentials among men and between men and women.  

1.5 Terms of reference and purposes of report

The term of reference of this report was to develop a men’s health plan for the Mid-
West. The purposes of this report included:
• To review literature relating to men’s health and health promotion
• To provide examples of national and local activity in men’s health and health 

promotion
• To identify opportunities for action in men’s health and health promotion at local 

level
• To identify areas requiring further research in men’s health and health promotion
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objective of
living; it is a
positive
concept
emphasising
social and
physical
resources, as
well as
physical
capacity”

(WHO 1986:1).

women’s health, and that society as a whole would make health and social gains if
health services were less gender neutral. The challenge is to acknowledge differences
without devaluing or blaming men and women, and to view “…men’s health and
women’s health as part of a continuum” (Simpson 2002:10). 

There is some debate as to whether men’s health should be a recognised specialty; for
example, should there be special male health clinics? This question is difficult to answer,
because 

there is little evidence for effective interventions to target male illnesses. Nor has

there been any rigorous testing of the efficacy of men-only health facilities. In

fact, we understand very little about how to approach male health inequalities 

(The Lancet (editorial) 2001:1813). 

The editors of The Lancet make a clear case for the need to increase the evidence base
in men’s health; therefore, actions within this plan will be framed within the context of
research and evaluation.

1.3 Rationale for a men’s health plan

One can speculate about the reasons for the recent increase in attention to men’s
health. There is more public awareness of sex differences in morbidity and mortality, as
statistics are now frequently broken down by sex when reported in publications and the
media. The health strategy Quality and Fairness (DOHC 2001) appears to take an
epidemiological rationale to the appearance of men’s health on the agenda. 

Mass media interest may also have helped to put men’s health on the agenda (Watson
2000). Developments in pharmacology, such as the prescription drug Viagra, and the
public experiences of celebrities and public figures with male conditions such as
prostate cancer have been reported. There are also an increased number of glossy
magazines dedicated to men’s health and the pursuit of a ‘healthy lifestyle’, a topic area
that was previously reserved for women.

The equal opportunities agenda might also contribute to the notion of a need for a
special concern for men’s health alongside the more established women’s health
movement. Gender roles have changed for women and men both at home and at work.
This has applied pressure on men to become more caring, nurturing and taking more
responsibility for their own health (Stakelum & Boland 2001). 

Others view men’s health as the “new women’s health”, and see the men’s health
movement being influenced by action, research and writing on women’s health (Luck et
al. 2000). There are significant differences, however. Women’s health evolved within a
wider political feminist movement that challenged existing (male dominated) power
structures in society, and based at the grass root levels. This movement strived for
women to take control over their own bodies and to share the imbalance of power that
exists in health care, between genders and also between patient and health care
professional. Women’s health has developed into an academic subject, and numerous
publications can be found within the women’s health field.

In contrast, the men’s health movement is not taking place within the same political
context, but appears to have resulted from a combination of men’s rights activism, top-
down professionally driven pressure and small local initiatives (Luck et al. 2000).
Research and publications in men’s health are lagging behind women’s health, but are
starting to become more prolific in the last decade. 
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“Almost by
default, the
strong
emphasis on
women’s
issues (which
we applaud
and support)
has revealed
areas of men’s
health that
require just as
much
attention” 

(Meryn & Jadad
2001:1013).



Recommendations will be presented in the third section, and here action items arising
from the recommendations will be proposed. In addition to specific actions, potential
relevant services, sectors and settings will be detailed where appropriate. The report
will also recommend a process on how to proceed with work in men’s health in the 
Mid-West, and highlight areas where further research and evaluation can be carried out.
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1.6 Guiding principles

• That men’s health needs are addressed in a holistic way, encompassing physical, 
mental, emotional, and social dimensions.

• That a gendered approach to men’s health is used, setting out how gender 
socialisation and construction processes, and prevailing social norms and 
expectations contribute to men’s health and men’s experiences in health care. 

• That health inequalities that exist between men, and between men and women, 
which determine and influence health, are recognised.

• That men as individuals are not simply blamed for their ill-health; while personal 
responsibility is one factor that influences health, along with socio-economic and 
environmental factors, one cannot expect men to change without also challenging 
the wider social structures that define the norms and expectations of masculine 
behaviour. 

• That the main focus of this report is men’s health in relation to the health services.  
• That recommendations are evidence-based where possible; where no or little 

evidence exists, pilot projects are recommended that can be evaluated for their 
effectiveness.

• That recommendations combine a population health and a high-risk approach for 
best impact and effectiveness.

• That recommendations are based on need and expectation of success. 

1.7 Methodology

Data was gathered to inform the preparation of this report between October 2003 and
January 2004. Some of the data was updated in November 2004.  An extensive literature
review was performed which included review of relevant books about men’s health,
masculinity, and gender and health; and published reports, strategies, and policies
relevant to men’s health. A journal search was performed using MedLine, Emerald,
Science Direct, and Swetswise databases, and Internet searches were conducted. 

Consultation was sought from individuals and organizations that work with men and
men’s health issues. Informal interviews were conducted via telephone or meeting, with
key informants both internally and externally to the Health Board, nationally and locally.
Snowball sampling was used, as informants often widened the network further. Open-
ended questions were used, and issues that were addressed varied depending upon the
informant. Generally the informant was invited to provide opinions on men’s health
issues and perceived needs, and to identify current practices and opportunities for
future action. A list of individuals and organizations that were contacted for the
purpose of informing this report is provided in Appendix A. A draft report was
developed and circulated to the informants who were invited to provide feedback and
comments. Following changes based on feedback, a final version of this report was
submitted. 

This project did not form a steering committee to guide the preparation of the action
plan; it also did not conduct focus groups with key stakeholders and informants in men’s
health. It is therefore possible that valid input from key informants has been
overlooked. The recommendations address this limitation, and propose ways to proceed
in developing men’s health and health promotion in the Mid-west. 

1.8 Outline 

The report is divided into three main sections. The first section – gender and health –
will discuss the relation between gender, health status and health care delivery. Here,
gender inequalities between and among genders are also highlighted.  The second
section will examine salient physical, mental and emotional health issues from a men’s
health perspective. 

A PLAN FOR MEN’S HEALTH
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making a society more economically
viable’ (Connell 1995).  In this process,
alternative forms of masculinity, for
example, with caring and nurturing traits
were less deemed to be successful. The
male breadwinner role arose from the
industrial revolution, and until quite
recently, men were automatically assumed
to be the head of the household in
national surveys and censuses. Hence,
gender differences have been actively
constructed by society, and sometimes
actively supported by men’s organizations
such as trade unions (Francome 2000). 

Recent changes in Irish society, reflected
in changing expectations for men and
women at home and at work, have
unsettled traditional male roles. Some
suggest that societal changes have
promoted the right of women to take on
traditional men’s roles, but might view
men taking on women’s roles less
favourably. Socialisation into gender is
also driven by legislation and policy, which
often work to maintain existing gender
roles. Work and welfare policies can act as
barriers that limit men to take on more
traditionally feminine roles (Stakelum &
Boland 2001). 

Gender is a highly political issue –
inequality and oppression between and
within the sexes have led to demands for
reform by groups such as women, gays
and victims of domestic violence (Connell
2002). Anti-abortion, anti-gay and anti-
feminist men’s movements have also
grown in order to resist such reforms.

In general, men benefit in society by
having power and control, but there are
also situations where they do not benefit
equally. There are gender-based political
structures in which alliances, dominance
and subordinations are formed, causing a
hierarchy among men. The white, middle-
class heterosexual man is generally the
ruling norm in Western society (Connell
1995).  

An alternative explanation for masculinity
is based upon biological-reductionist
theory, suggesting that evolutionary
pressures have led to the emergence of
male traits of aggression, competitiveness,
power hierarchy, dominance and
promiscuity. Hormones, such as the
combination of testosterone and
adrenaline, are also thought to produce
masculine traits. This view ignores the
social and historical context in the
construction of gender and also fails to
recognise that all males do not fit into the
traditional male stereotype - wide
variations of masculinity exists (Connell
1995). 

2.2 Gender and Health 

Gender analysis suggests that gender
influences many aspects of health and
illness, such as risk of different diseases,
perceptions and responses to symptoms
(help-seeking behaviour), the organization
and delivery of health care, and the
politics of diagnosis, treatment and
research (Lorber 1997).

Some of the stereotypical norms of
masculinity can have negative impacts on
health. Socialization into the male role
encourages men to be stoical and not to
seek care for less serious health problems.
Norms of masculinity shape men’s
responses to trauma – they are likely to
ignore or deny pain and symptoms and
“suffer in silence”, as help-seeking
behaviour is seen as a sign of weakness.
Men can also be socialised out of
potential personal affective development,
as work on recognising and expressing
feelings by men is typically not valued and
actively repressed by society. Men have
learnt to rely on and depend on women
for emotional expression, placing a heavy
burden on women (Francome 2000).  
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At first glance
maleness might

seem to be
straightforwardly
health promoting

since it offers
privileged access

to a range of
valuable resources. 

However, closer
examination

reveals a more
complex picture. 

Through the shape
of masculinity may

vary between
communities, the
development and
maintenance of a

heterosexual male
identity usually

requires the taking
of risks that are

seriously
hazardous to

health.

(Doyal 2001:1062)

As gender is a key health determinant,
this section will examine gender theory
with reference to masculinity, men’s health
beliefs, men’s help-seeking behaviour,
risk-taking and health care practitioners’
views on masculinity. It will also explore
how the health services can reorient
themselves to meet men’s health needs
more effectively, and how men can be
facilitated to challenge health damaging
stereotypical traits of masculinity.  This
section will also set out how the process
of gender proofing service planning and
delivery and policy can lead to better
health outcomes for both men and
women. 

2.1 Gender theory 

The terms sex and gender are often used
interchangeably, but there are significant
differences between them. Sex refers to
the biological characteristics that make
human beings male or female, while
gender is associated with the masculine or
feminine characteristics that society
encourages in males and females. Gender
is now thought to be socially constructed
as young boys and girls grow up to match
societal expectations of what are male
and female characteristics and behaviour.
People are encouraged to, and commonly
do, conform to stereotypical beliefs and
behaviours, and research suggests that
boys and men experience strong social
pressure to adhere to gendered roles
(Courtenay 2000).

The male gender stereotype includes the
following traits, which all relate to health
(Moynihan 1998, Kiss & Meryn 2001)

Socialization into gender is influenced by
significant others such as parents, peers,
media, advertising, teachers and societal
institutions - schools, universities, church,
policy making bodies etc. (Connell 2002).
Furthermore, individuals take active roles
into constructing masculinity or femininity:
“We claim a place in the gender order – or
respond to the place we have been given
– by the way we conduct ourselves in
everyday life” (Connell 2002:4). 

Psychological research suggests that most
people combine masculine and feminine
traits in varying blends – gender is
therefore not a static and polarised
concept (Connell 2002). Therefore, gender
can change over time, and also vary
between cultures and social groups.
Gendered behaviour depends on the
context:

A man may have a range of traits. The

ones he will express will be affected by the

context he is in. For example, men in

hospital often feel they have to rein in their

emotions, but on the football pitch men cry

and hug their team mates 

(Moynihan 1998:1074).

Prevailing norms of masculinity have been
actively produced in relatively recent
history of Western society, and they have
been ‘useful for societies to win wars and
to support the industrial revolution,
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It is a paradox
that, although
few men fit
closely the
norms in terms
of ethnicity,
class, physical
ability, and
sexuality, their
attempts to
conform and
collude with the
norms require
the suppression
of emotions
with the
harmful effects
of drug and
alcohol
dependence,
self-harm in
suicide and
violence to
others

(Luck et al. 2000:225)
Inexpressive (strong and silent)

aggressive and tough
Independent and self-sufficient 

Forceful Dominant     Powerful

Assertive

Successful

Competitive

strong personality

Invulnerable

No sissy stuff (such as emotional sensitivity)

Analytical

being a stud

AMBITIOUS

athletic



2.3 Men’s help seeking 
behaviour

In the Quarterly National Household
Survey (Third Quarter 2001), when Irish
adults were asked if they had consulted
with a GP or family doctor in the past two
weeks, 14.6 % of males and 23.4 % of
females had done so (Central Statistics
Office [CSO] 2002).

There are generally two types of
explanations for men’s reluctance in
seeking help (Woods 2001). One view
theorises that masculinity roles make men
undervalue their health at individual level,
and also at health policy planning and
provision levels – causing a lack of male-
specific services and poor responsiveness
to men’s needs. Another explanation
locates the problem in the nature,
location, accessibility, convenience and
relevance (male-friendliness) of the health
services.

Norms of masculinity influence help-
seeking behaviour, often resulting in a
reluctance to seek timely care. Men use
health services less for less serious
problems, and when they do, problems
and illnesses tend to have progressed to a
more advanced stage (Francome 2000,
Woods 2001).  This is also the opinion of
local health workers that have been
consulted to inform this report.  A
counsellor who works mainly with men
expressed the view that men do not seek
help for emotional and mental health
issues until they feel in total despair and
are faced with a crisis situation.  It has
been estimated that only one-third of men
with depression seek professional help
(Francome 2000). Some men place a high
priority on work and a low priority on self-
care. Illness and help-seeking can be
viewed as being equated with weakness,
admission of failure and loss of control
(Stakelum & Boland 2001,  Lloyd & Forrest
2001). 

By dismissing their health care

needs, men are constructing gender.

When a man brags, “I have not

been to a doctor in years,” he is

simultaneously describing a health

practice and situating himself in a

masculine arena (Courtenay

2000:1389).

From early childhood, health is not on the
agenda for men, which continues through
adolescence into adulthood (Richardson
2004). Some men are socialised into
viewing health services as women’s
domains; for example, mothers have
accompanied them to the doctor when
young, rather than their fathers.  Help
seeking behaviour might therefore be
viewed as a feminine practice that men do
not engage in order to prove masculinity.
Men also do not have the same
opportunities to access primary care as
women do with life events such as
pregnancy. 

As many men rely on female partners or
mothers to monitor their health, they
might need to educate themselves about
how to negotiate and engage with the
health services: “Men who want to take
greater responsibility for their health will
need not only to cross gendered
boundaries, but also to learn new skills”
(Courtenay 2000:1396). These skills are
likely to include self-awareness and
communication skills.   

Barriers to help seeking appear to align
themselves along three main strands
(Woods 2001, Stakelum & Boland 2001):
• Systematic barriers (time, access, lack 

of male staff, location, nature, 
convenience)

• Psychological barriers (perceived 
vulnerability, fear and denial)

• Social factors (masculine gender role 
that inhibits help seeking behaviour)

In the SEHB men’s health study, results
indicate that 69% of men were very or
completely satisfied with their GP, but
52% of those surveyed were classified as
‘reluctant attenders’. Some of the factors
associated with reluctance included the
problem not being serious enough (64%),
work demands (38%) and cost (42%)
(Richardson 2004). 63% of the men in the
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“Men do
not
demand
services
and are
reluctant
to use
those that
are
available
to them” 
(Watson 2000:18).

Masculinity and men’s health are
intertwined. Masculinity determines men’s
health beliefs, decision making and
behaviour in relation to health and help
seeking, and the outcome is ultimately
viewed in morbidity and mortality tables. 

Recent research has highlighted the
general lack of information about men’s
experiences in relation to health (Watson
2000). More qualitative research is
important, as understanding personal
experiences (lay knowledge) helps us
understand larger issues such as
underlying causes of gender differences in
health and help seeking behaviour, which
in turn can inform planning and targeting
of services.  

2.2.1 Men’s health beliefs

Research conducted in Scotland regarding
men’s beliefs about ‘health’ categorised
them into six main forms (Watson 2000).
• ‘Health’ seen as a resource for living 

and working
• Physical and, to a lesser extent, mental

fitness
• A sense of emotional, mental and/or 

physical well-being
• Physical appearance
• Absence of disease and illness
• The product of health-related 

behaviours

Similarly, men in the North Eastern Health
Board study conceptualised health around
four themes (Stakelum & Boland 2001): 

• Performance orientation (ability to 
work and carry out normal tasks)

• Fitness orientation (an experience of 
being fit and active)

• Feeling state orientation (general 
feeling of well-being – linked with 
emotional health)

• Symptom-free orientation (absence of 
symptoms and illness)

The prevailing view of health as related to
the ability to work is significant, as work
(and lack of work) is related to men’s
health status. The will be discussed
further in section 2.5.1.

2.2.2 Self-reported health

Self-reported general health was reported
as excellent or very high among 54% of
Irish men and 55% of women in 2002
(DOHC 2003b).  Irish men’s self-perception
of health is rated second in the Eurozone
(White & Cash 2003). In another Irish
study, 60% of men rated their health as
very good/good (Richardson 2004). The
strongest socio-demographic predictor of
self-rated health for Irish men is level of
education; other important factors are
employment status and social class
(Kelleher et al. 2003).  

Adolescents aged 15-17 demonstrate the
largest gender and social class differences
in self-reported health. In the Mid-West
region, 35 % of boys and 19 % of girls
rated their health as excellent (DOHC
2003c). 
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In the Quarterly National Household Survey (Third
Quarter 2001), when Irish adults were asked if they had
consulted with a GP or family doctor in the past
two weeks

14.6 % of males and
23.4 % of females

had done so (Central Statistics Office [CSO] 2002).



Risk taking appears to be part of the male
gender script, and engaging in risky
behaviour to prove masculinity is another
way that men expose themselves to health
risks (Courtenay 2000, Doyal 2001).
“Indeed, it is in the pursuit of power and
privilege that men are often led to harm
themselves” (Courtenay 2000:1388).
Depending on social and economic
circumstances, risk taking might take
different forms; for example, young men
from upper social classes might play with
risk while parachuting or taking flying
lessons, while men from the lower social
classes might experience risk while ‘joy
riding’  (Connell 2002). 

It has been suggested that this cost-
benefit analysis is an important factor in
decision-making, and this strategy is likely
to be useful in health education

programmes that tackle risk taking (Lloyd
& Forrest 2001). Many health education
and promotion campaigns focus on
individual risks, such as speeding, drinking
and driving, safe sex, alcohol or drug use.
Single-risk approaches can have limited
effectiveness, but there is also a need for
an approach that targets risk taking as a
theme (rather than the individual risks); it
has been suggested that such an
approach might engage young men better
(Lloyd & Forrest 2001). Some support is
provided by the North Eastern Health
Board study, which suggests that policy
related initiatives with legal and financial
ramifications (such as fines, points system
and prosecution) were the main deterrents
for behaviours such as speeding, and
drinking and driving for the men in the
study (Stakelum & Boland 2001).  
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Young men appear to
make a risk analysis
calculation for
behaviour such as
speeding: 
For young men in
particular, it would
appear that they
accept the risks
associated with
speeding, either
because they enjoy
them or because they
believe, intuitively or
calculatively, that on
balance, the
expected benefits of
what they referred to
‘as the adrenaline
buzz’ outweigh the
possible costs. For
some men, it was not
that the fact that
they thought they
were invincible,
rather it was simply
the immediate
guaranteed benefit
they got from the
‘buzz,’ which far
outweighed the
possible cost of
injury to themselves
or to others 

(Stakelum & Boland
2001:28)

study expressed preference for a male
doctor if they needed to discuss private or
personal matters. Issues that men would
find difficulty talking to their doctor about
included serious relationship problems
with partners (37%), suspected symptoms
of an STI (32%), impotence (31%) and
swollen/painful testicles (23%). Other
studies from Scotland and Australia
confirm that sexual health and emotional
health issues were most problematic for
men to address when accessing the health
services (Men’s Health Forum Scotland
2002, Woods 2001). 

In the SEHB study, results indicate that
men reported that they responded to
trouble with emotional/mental well-being
in three different ways (Richardson 2004):

Qualitative data revealed that men still
have taboos surrounding mental and
emotional issues, and are not comfortable
with the notion that men can help other
men (Richardson 2004).  

Self-directed preventative behaviours are
not commonly employed by men (Stakelum
& Boland 2001, Woods 2001, Richardson
2004). Perceived barriers to accessing
preventative health services have been
identified (Stakelum & Boland 2001): 

• Men are not aware of when they 
should attend screening.

• There is a perceived absence of a 
preventative ethos in the current 
delivery of general practice.

• Men are not socialised into a health 
culture and are less likely to be 
confident to seek preventative help.

• Men are less likely to interpret 
symptoms as arising from physical 
problems.

The National Health & Lifestyle Surveys
2002 (DOHC 2003b

Traditional health behaviour research
tends to focus on deficits, for example,
the factors underlying lack of take-up of
preventative behaviours. While
recognising that such research is
important in contributing to our
understanding of health behaviour, further
research is also required into positive
health behaviours – such as the
underlying reasons why some men do
practice preventative behaviours.  

2.4 Risk taking and
lifestyle behaviours

A number of lifestyle-related behaviours
are related to risk factors for the most
common causes of mortality and morbidity
in Ireland, such as cardiovascular disease,
respiratory disease, cancers and accidents.
While acknowledging that these
behaviours influence individual and
population health, one also needs to
examine what underpins ‘lifestyle
behaviours’. Gender is one of the key
influences, and masculinity appears
related to a variety of high-risk
behaviours, ranging from alcohol and
drugs misuse, sexual behaviour, use of
safety belts and speeding. 
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The health risks
associated with
men’s gender or
masculinity
have remained
largely
unproblematic
and taken for
granted…

Left
unquestioned,
men’s shorter
life span is
often presumed
to be natural
and inevitable 

(Courtenay 2000:1387)

• Acknowledge to self, but stay 
silent (50%).

• Distract and block out feelings  
(24%).

• Acknowledge to self and seek 
support (26%). 

• 67% of men (83 % of women) had their blood 
pressure checked within the last year 

• 30% of men (33 % of women) had their cholesterol 
checked within the past 12 months 

• 64% of men (69 % of women) had a general health 
check-up in the last 3 years 

• 24% of men (34 % of women) attended a doctor’s 
surgery for regular checks or treatment 

• Overall, rates have improved since the last survey 
in 1998 

A discussion of power and social inequality is necessary to
understand the broader context of men’s adoption of unhealthy
behaviour – as well as to address the social structures that both
foster unhealthy behaviour among men and undermine men’s
attempts to adopt healthier habits. 

(Courtenay 2000:1388).

Driving behaviour
• 22% of men (9% of women) reported that they engaged in driving after drinking, 

this peaked in the 35 - 54 age group. In the Mid-West, 29 % of men and 11 % of 
women reported driving after consuming two or more alcoholic drinks 
(DOHC 2003b,c).

• Mainly males are convicted for drink driving offences: 93% in 2000, and 89% in 
2003 (An Garda Síochana 2001, 2004a). 

• Nationally, 79% of men, and 90% of women reported wearing seatbelts when 
driving or sitting in the front-seat of a car. Only 57% of boys (65% of girls) reported 
always wearing a seat belt when travelling by car (DOHC 2003b).

• In the Mid-West, 72 % of men and 84% of women always wear seatbelts in the 
front of a car; furthermore, 54 % of boys and 64 % of girls always wear seatbelts
(DOHC 2003c).

• Among school children, 4 % of boys and 8 % of girls in the Mid-west region always 
wear cycle helmets (DOHC 2003c). Nationally, 8% of all schoolchildren reported 
always wearing a helmet, but there are age differences, with less helmet use with 
increased age (DOHC 2003b).



2.5 Inequalities in health

Life expectancy continues to rise, but men
across the Western hemisphere experience
lower life expectancy rates than women.
In 2002, life expectancy in Ireland was
75.1 years for males and 80.3 years for
females (CSO 2004). Life expectancy at
age 65 was 15.4 years for men and 18.7
years for women (CSO 2004).

Based on the 2002 census, the Mid-
Western Health Board region had a
population of 339,591 persons. In 1996,
54.4 % of the MWHB region population
were male. In 2002 there were 2,724
deaths in the MWHB region, 51.8% among
males (Public Health Information System
V.7 2004). Age-standardised death rates in
the MWHB region are above national
averages for both men and women: 

There are several determinants of
inequalities in men’s health, including
individual risk factors, poverty,
employment, education, transport and
housing among others. Differences in
health status between groups of men are
made more complex by the interaction
between social disadvantage and
masculinity. Men who experience socio-
economic disadvantage also experience
poorer health, but the relative impacts
and interactions of social disadvantage
and gender are not clear, and is an area
that requires further research.

Health-related behaviours vary among
men:
…how each man demonstrates being
tough – and how demonstrating
toughness affects him physically – will be
factors, a man may use a gun, his fists, his
sexuality, a mountain bike, physical labour,

influenced by his age, ethnicity, social
class and sexuality. Depending upon these
a car or the relentless pursuit of financial
strength to construct this particular aspect
of masculinity. (Courtenay 2000:1390).

The relationship between individual risk
factors and the wider determinants of
health is also not fully understood; many
researchers regard social position (a
person’s position in the social hierarchy)
as the pivotal link and cause of health
(Graham & Kelly 2004). The social position
mediates access to resources such as job
and educational opportunities and also
the exposure to risks. 

As the main structural determinants of
health mainly lie outside the healthcare
sector, multi-disciplinary partnership
working and inter-sectoral collaboration
are prerequisites for any initiatives that
aim to address health inequalities. 
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…how each man
demonstrates being
tough – and how
demonstrating
toughness affects
him physically – 
will be influenced
by his age,
ethnicity, social
class and sexuality.
Depending upon
these factors, a
man may use a
gun, his fists, his
sexuality, a
mountain bike,
physical labour, a
car or the relentless
pursuit of financial
strength to
construct this
particular aspect of
masculinity. 

(Courtenay 2000:1390).

2.5 HEALTH 
INFORMATION 

The relationship between attitudes,
knowledge and behaviour is complex.
Men’s knowledge of health varies, and is
not necessarily related to corresponding
health behaviours. A recent men’s health
study highlights men’s knowledge and
awareness levels of some men’s health
and lifestyle issues (Richardson 2004). 

Watson’s (2000) research suggested that
men were aware of the health education
messages that related to alcohol, healthy
eating, exercise and weight control, and
had attempted to incorporate them into
their lives. There was less clarity in how
men’s structural environments (work,
family and community) and social
practices (as father, husband and worker)
constrained or supported changes in
health-related behaviour. Watson (2000)
suggests that resources might be better
placed into addressing the social and
economic structures, and norms and
expectations that constrains men’s choices
rather than investing in more educational
campaigns directed at men. 

Regarding educational campaigns and
media/advertising, Watson (2000) is
critical of the way men (like women) are
depicted in images of ideal bodies, and
that men probably do not relate to those
messages. There is also controversy over
using the metaphor of men as machines in
educational campaigns, as this view might
perpetuate stereotypical male images.
Watson argues for the need to make
health education campaigns more gender 

sensitive. The UK Men’s Health Forum
suggests that semantics are important,
and that language needs to be gendered if
a campaign or intervention is directed at
men; for example men seek advice and
information, not help, so calling a
telephone advisory service a help line is
less useful (Banks 2003).

Doyal argues that health promotion
messages need to become more gender
sensitive, claiming, “men too often feel
that health is women’s business and that
health promotion messages are not
addressed to them” (2001:1062). She
provides the example of safe sex
campaigns, where “HIV/AIDS campaigns
have simultaneously exhorted women and
men to “use a condom” without
recognising the very real differences in
power and status that structure most
sexual encounters” (Doyal 2001:1063).

Health promotion messages need to be
targeted; when tackling men’s health,
gender neutral population based
approaches might not be effective.  There
is a need for research into which forms of
communication, and types of information
are more appealing and effective for men.
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Road traffic accidents 
• A total of 411 persons were killed in accidents on Irish roads in 2001, the majority 

males (74%); of the 32 young (18-24 years) drivers killed, 28 (87.5%) were male 
(National Roads Authority [NRA] 2002). In 2002, 72% of those killed in accidents 
were male, and 77.8% of the drivers aged 18-24 who were killed were male (NRA 
2003).

• All 44 motorcycle drivers who were killed in 2001 were male (NRA 2002).  In 2002, 
38 of 40 motorcycle drivers who were killed were male (NRA 2003).

• Deaths from transport accidents are most likely to occur among young men from 
the lower occupational classes (IPH 2001).

Males Females Total population (males 

1995-1999 1995-1999 and females) 1998-2002

MWHB region 1065.13 693.74 809

Ireland 1056.13 666.36 782

Table 1: Direct age-standardised death rates per 100,000, all ages, all causes, five year
moving averages (Source: Public Health Information System). 



2.5.2 Education 

Education is one of the main determinants
of health. Level of education is related to
health status, and is predictive of self-
rated health and behaviours such as
alcohol, drug use and smoking
(Department of Tourism, Sport and
Recreation [DTSR] 2001, DOHC 2003b,
Kelleher et al. 2003). Early school leavers
are more likely to experience social
exclusion and unemployment /
underemployment, and are at higher risk
for suicide and drugs misuse (DTSR 2001,
National Suicide Review Group [NSRG]
2003).  Poor literacy skills also act as a
barrier to accessing health information
and the health services. 

Retention rates of pupils in Irish post-
primary schools (the 1994 cohort) show
that more females than males completed
both the junior and senior cycles across all
sectors – secondary, vocational and
community & comprehensive schools
(Department of Education and Science
[DES] 2003). 

Factors that contribute to early school
leaving include a variety of home,
community and school based issues, and
retention strategies need to include a
variety of actions that impact on all levels.
A partnership approach between the
education sector and other statutory and
voluntary agencies is a vital aspect of a
strategy to combat the wider socio-
economic disadvantages that are linked to
early school leaving.  Pupil retention is
being addressed at a national level with
initiatives such as The School Completion
Programme (DES 2004). The programme
discriminates positively in favour of
children who are at risk of or who are

experiencing educational disadvantage.
Several primary and secondary level
schools within the MWHB region have
participated in this programme. 

2.6 Health care services
providers’ views on men 

It has been suggested that professional
attitudes and knowledge about men’s
health and approaches are not always
helpful or appropriate for men (Lloyd &
Forrest 2001). Health services and health
care providers, believing that men will not
take up initiatives, may view men
negatively:  
…men in general are seen as unreliable,
irresponsible and difficult to work with…it
is easy to believe that the scarce resources
that exist for health should be allocated to
other initiatives that are more likely to
succeed (Men’s Health Forum 2002:10). 

Practitioners’ assumptions about
masculinity in health care affect the
provision and delivery of care. The way
that health professionals expect male
clients to behave will influence their
interactions with men. Moynihan,
describing interactions between men with
testicular cancer and practitioners, noted
that practitioners often tried to 

…“smooth troubled waters” by using

non-direct language, for example by referring

to infertility as “shooting  blanks”, and

the loss of a testicle and the fear of

potential sexual problems as nothing more than

“a plane flying on one engine and landing

safely”or that “one cylinder is as good

as two”. This kind of language reinforces

the way in which many men think about

their bodies as machines, controllable, and

controlled (1998:1074).

PAGE 19-20

…men in
general are

seen as
unreliable,

irresponsible
and difficult to

work with...

2.5.1 Occupational Class

Income is a main determinant of health. There are social gradients for all causes of
deaths among men. Between the lowest and highest occupational classes (in 1989-1998)
death rates varied by 341% for all causes of death, to 312% for diseases of the
circulatory system, 223% for cancers, 619% for diseases of the respiratory system, and
619% for injuries and poisonings (IPH 2001). 

Employment and lack of employment relate to men’s health, as the traditional male role
has been that of provider and breadwinner. Three main factors seem to be associated
with men’s health:

Traditionally, men have performed the more hazardous jobs, and death from 
occupational injury is more likely to happen to men.  Work place health has 
traditionally focussed on occupational safety and health (as this is governed by 
legislation), with little emphasis on positive health. 

Work patterns and the labour market have changed in the last few decades, 
accompanied by a change in traditional gender roles. Women are now more likely
to perform paid work, and sharing of responsibilities such as domestic work and 
parenthood has become more common. Some argue that men have adapted less 
well to these changes in society, which has had an effect on men’s health 
(Stakelum & Boland 2001). Current workplace and welfare policies may also serve
as barriers to allowing men to take on traditionally female roles.  

Lack of work can lead to a devaluing of one’s self, as traditionally men have 
defined their lives and identities in terms of work. Pressure from societal 
expectations to succeed and fulfil the breadwinner role can become a heavy 
emotional burden on men, who might suffer in silence, as admission of failure is 
a sign of weakness. There is a link between suicide and unemployment and this 
gendered issue needs serious consideration in suicide prevention programmes. 
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The Health and
Safety Authority
(HSA), which does
not provide a
gendered
breakdown of
occupational injury
statistics in their
annual report,
reported a total of
61 work place
fatalities (not
including work
related road traffic
accidents) in 2002,
and 67 fatalities in
2003, with two
main sectors
accounting for over
half of those
deaths:
construction and
agriculture – male
dominated
occupations (HSA
2003, 2004). A total
of 15 work place
related deaths were
reported in the Mid-
western region
(Counties Limerick,
Clare and Tipperary)
in 2002.  

Vulnerable sub groups (Stakelum & Boland 2001)
Sub groups among Irish men who are likely to be more vulnerable to ill health because
of marginalisation include
• male travellers (Traveller men live on average 10 years less than settled men)
• homosexual men
• male farmers
• male carers
• rural single men - Rural living and physical isolation act as barriers to accessing the

health services (DOHC 2000).
• men with disabilities 
• male prisoners - prisons are populated by a majority of men – representing 89% of 

committals in 2002 (Irish Prison Service 2003).
• male refugees/asylum seekers (In September 2003, 2061 foreign nationals seeking 

asylum were resident in the Mid West).

1
2

3

• Retention rates for junior cycle were 93.1 % 
among males and 95.6% among females.

• Retention rates for senior cycle were 72.5 % 
among males and 84.3% among females.

• A majority (65%) of early school leavers in 
1998 were boys (McCoy et al. 1999).  

• Males are less likely (47%) than females to 
have completed third level education 
(non-degree and degree programmes) 
(CSO 2002).



2.7 Reorienting health
services

The development of ‘outreach’ services
has been suggested as a strategic
approach to access men, and reduce the
barriers for men’s reluctance to help
seeking. In outreach, services and
information actively reach the men in
settings where they lead their lives. The
‘settings’ approach is a well-established
approach in health promotion, and there
are established networks, such as Health
Promoting Hospitals, and Health
Promoting Schools, where men’s health
could figure more prominently. Some
men’s health programmes in Irish work
place settings include The Construction
Workers Health Trust (CWHT) initiatives on
skin cancer prevention and health checks. 

Alternative forms of providing services
and information also need consideration.
Services can be located outside traditional
health centres, for example, in mobile
road shows and in drop-in centres based
in the local community.  Services can be
accessed via telephone – one example is
the Sláinte telephone help line for
confidential information about alcohol and
drugs operated by the MWHB. (There are
currently no gendered statistics available
on its use). Another example is The
Samaritans, who receive more contacts
from men (54%) than women  (The
Samaritans 2003).

Mobile texting, and the Internet - the NHS
direct on-line service, for example, has
been accessed as much by men as by
women (Banks 2003) - are other methods
that can be considered when targeting
and accessing men. 
A local example of an outreach initiative is
provided in the box outlining the Farmer’s
Health Project.
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Another example is the recommendation
that men take up competitive sport rather
than more moderate physical activity  –
reinforcing male stereotypical traits of
competition and success (Moynihan 1998,
Robertson 2003).  

Courtenay (2000) noted that men receive
less doctor time per encounter, and are
provided with fewer and briefer
explanations, and less advice about
changing risk factors for disease; however,
other researchers contradict this,
suggesting that women are viewed more
negatively by health care providers (Foss
& Sundby 2003). In the NEHB (2001) study,
men’s experiences of the health services
were varied. In the acute sector they
perceived a female bias in doctor – patient
communications; separated fathers in
particular felt that the system was biased
towards mothers as carers. 

A Norwegian study of hospital patients
found that men asked less questions and
were less prepared to partake in decision
making, preferring to hand over control to
health care staff, possibly leading to the
belief that they were ‘easier to deal with’
than the female patients (Foss & Sundby
2003). Men were seen to take up less
time, and to use clear and concrete
messages when communicating with the
staff. These findings, while undoubtedly
disadvantageous for women, may also
indicate that men have less knowledge
and feel less empowered in hospital
situations. The authors conclude that

2.6.1 Client-centred care

Research suggests that alternative
approaches to service delivery that take
gender into consideration might be more
effective. Both men and women need to
be treated with respect, using a client-
centred approach. 

Client-centred approaches - characterised
by client participation, informed choice
and shared decision making, taking
individuals’ health beliefs, experiences
and preferences into consideration –
would appear to benefit men’s health (and
women’s health), as gender could become
a factor in service care and delivery.
However, a more ‘person-centred’
approach can also be gender-blind or
gender-neutral.  There is no doubt a need
for all services to become more ‘user-
friendly’, but additional attention will be
needed to make them ‘women-friendly’ or
‘men-friendly’. Some believe that men’s
health will fail unless men’s experiences
are appropriately understood, commenting
that it has become commonplace for
practitioners and policy makers to assume
that men’s poorer health status is caused
by adoption and maintenance of certain
health damaging lifestyles. Hence,
behaviour change has therefore been the
preoccupation of many men’s health
practitioners, not the gender basis for
male lifestyles (Watson 2000). 

When working with men, blaming or
judging men for their health is not helpful.
It might be difficult for practitioners to
accept and work with masculinity, and at
the same time challenge some of the more
health damaging masculine traits.
Practitioners working with men clearly
need to start “where men are at”, by
exploring health beliefs, attitudes,
behaviours, experiences and preferences
together with men, empowering them to
place health on their own agenda.
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Women should not
be humiliated by
sexist behaviour,
for example, or be
damaged by
discriminatory
practices. Men on
the other hand
should not be
expected to live up
to stereotypical
conceptions of
heterosexuality and
masculinity.
Clinicians need to
recognise the
psychological
differences that
male patients may
bring to the
medical encounter
and the challenges
that illness may
pose to their sense
of their own
identity 

(Doyal 2001:1062).

It is striking how both nursing staff and
physicians have a unanimously clear
conception of differences between
female and male patients. The
differences are to women’s
disadvantage, being seen as the more
demanding patients…the staff’s
attitudes can thus be more correctly
labelled prejudices than stereotypes. The
findings might suggest that there is a
need for staff to be more aware of their
attitudes to the gendered patient. 

(Foss & Sundby 2003:50)

Settings that are likely to be conducive to
outreach activities include:

• Sports - gyms, organizations 
and events

• Community – existing men’s 
groups, betting shops, 
shopping centres, car 
accessories shops, barbers, 
snooker and darts clubs, 
public bars, and events that 
attract mostly men (for 
example car and motor cycle 
shows and rallies, farming 
marts and creameries).

• Schools and colleges
• Youth centres
• Work places
• Prisons



The NHS context of this clinic is naturally
different to services in Ireland; however,
such a model can be modified to the Irish
context. There is expressed local interest
in developing a men’s health clinic in
Limerick; and the development and
evaluation of a pilot project in two or
three locations in the Health Board area
would add to the evidence base in men’s
health nationally. It is imperative that any
development of such an initiative be
informed by men themselves in order to
make a clinic meet men’s health needs. 

2.7.2 Accessing, targeting
and engaging young men 

In the UK, the Health Development Agency
(HDA) has mapped projects that address
boys and young men’s health and
published a report on the collective
experience of the projects (Lloyd 2002).
Unfortunately, a main finding was that the
extent of formal evaluation of projects
was limited; therefore, most
recommendations in the report were
based on the analysis of themes arising
from qualitative feedback from the
projects. Nevertheless, these can offer
some useful points for new or established
projects to consider, and
recommendations for best practice
include: 
• Projects used clear strategies for 

targeting and engaging with young 
men, based on an understanding of 
boys’ and young men’s attitudes 
towards their health and towards 
services. The box on page 30 provides 
examples of targeting strategies.

• Projects had clear aims, but were also 
developmental in nature, as this type 
of work currently lacks a solid evidence
base:  “Even the most experienced of 
these projects were still finding their 
way to being most effective in their 
work with boys and young men” (Lloyd
2002:3).

• Projects undertook needs assessments 
that enabled them to understand 
young men generally and the particular
group of young men they were 
targeting specifically. 

• A broad range of methods were used, 
but most were underpinned by an 
approach that was positive about 
young men, practical and direct (young

men were less able to see the value of 
‘talk’), took into account the ways 
young men dealt with their emotions 
(feelings take longer, especially in 
group work where men were perceived
to be less willing to discuss and reflect 
on emotions), used methods that 
involved challenges and risk taking, 
used humour, and were solution based 
rather than problem-based.

• There was little to suggest that 
projects worked because they 
employed men to do the work; instead 
the approach they used enabled them 
to engage with the men. Skills and 
attributes that workers needed to work
effectively with boys and young men 
included:
- Understanding boys and young men
- Knowledge of the lives of boys and 

young men
- Positive approach that enabled 

engagement
- Willingness to recognise their own 

difficulties in engaging young men, 
as well as the young men’s 
difficulties in engaging with the 
services

- Motivation and patience to persist 
with engaging with young men 
(dealing with reluctance and 
resistance)

- Confidence that has developed from 
experience

- Ability to integrate an understanding
and knowledge of boys and young 
men into developing practice

- Knowledge and experience of the 
conditions or issues that the 
initiative focuses on

• Projects had an awareness of gender 
and masculinity.
- Where applications to funders 

highlighted the need to address 
gender and masculinity

- Where an understanding of gender 
and masculinity was used to improve
the targeting of young men

- There were clear boundaries, 
positive approaches and appropriate 
settings

- Methods and practice were 
developed to incorporate an 
understanding of masculinity and 
gender

• Projects had an approach that 
reviewed the effectiveness of their 
methods. 
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Case study: The farmers’ health project

The farmers’ health project is a partnership initiative between the
Limerick County Heart Health Team of the MWHB and West Limerick
Resources (a rural development company) that commenced in 2003.
Activity has been ongoing in 2004. Farmers have been identified as
a high-risk group, both in terms of occupational health and safety
and general health status (Stakelum & Boland 2001, Courtenay
2000). This initiative uses a community-based approach, and aims
at identifying farmers’ health and social needs, and works in
partnership to develop suitable interventions to meet the identified
needs. 

The Heart Health Team has met farmers in the community at
traditional farming meeting points – creameries and marts. Farmers
were invited to avail of a free health check up that included
assessing blood pressure and body mass index, and an assessment
of risk factors for coronary heart disease. They were also invited to
discuss issues around farming and lifestyle behaviours, stress and
isolation. Farmers were invited to participate in an interactive
workshop that discussed health issues in a group setting. Data from
the health checks and the workshops in 2003 were collected and
analysed. Preliminary results include the following:

• 33 farmers attended health checks, 20 farmers attended two 
workshops.

• Most were male (97%) and were aged between 46-65 years.
• A majority reported that they perceived that their health and 

diet status was good. 
• Only 13% were smokers.
• The majority reported that their work was their main form of 

exercise.
• A majority did not know whether they had ever had their blood 

checked for lipid or sugar levels.
• 40% were found to have high blood pressure (n=20).
• 43% had a Body-Mass Index (BMI) of 30 or over, which is 

classified as being obese. (BMI is an assessment of weight/
height ratio). 

• They reported only visiting their GP when very sick, while 
expressing an understanding that they should visit a GP on a 
regular basis. Barriers for not attending included cost and long 
waiting times. All participants in the health checks were 
recommended to visit their GP for a general check-up, and those
with raised blood pressure were advised to see their GP 
immediately.

This initiative, still in development, suggests that outreach
programmes can improve access to screening services, and increase
awareness of health among a group of men that are traditionally
considered “hard to reach”.  



2.8.1 The school setting

As schools are active agents in the
construction of gender, this setting would
appear an ideal setting where gender
roles and masculinity, and men’s health
could be examined, which could influence
and change the thinking of the next
generation. The Equality Unit within the
DES intends to develop a mainstreaming
approach in the education system (DES
2001). Gender is addressed in some of the
modules of SPHE (social, personal and
health education), currently compulsory at
junior cycle in secondary school, and
expected to become compulsory at senior
cycle in 2005. 

Currently, health education in school and
youth settings tend to use a Life Skills
approach – encouraging the development
of attitudes and values and the building of
self-esteem – enabling adolescents to gain
the skills necessary to make informed
choices. Studies indicate that young
people are not aware of the relevance of
these affective skills to daily lives, which
might indicate the need to make the
relevance of life skills more explicit (Dines
et al. 1996).

Students’ experiences of SPHE are
gendered (O’Grady 2003). Girls appear to
benefit more even when the organization
and execution of SPHE is poor, while boys’
experiences are less positive. Boys
attending boys’ only schools are the most
likely group to dislike SPHE. The study
suggested that these findings might be
linked to the gender imbalance in SPHE
teachers, recommending that male
teachers be more actively encouraged to
teach SPHE, as positive male role models
could play an important role in the
personal development of boys.  

The findings also suggest that gender
needs to be addressed more
comprehensively in the SPHE curriculum to
better meet the different emotional,
physical and social needs of boys and
girls.  This might suggest the need for
different emphasis and content for boys
and girls at different points across the
SPHE curriculum – in mixed-sex schools,
this might entail teaching some
components in same-sex groups
(Prendergast 1996).  SPHE needs to
incorporate gendered changes in society
and build coping skills for the changing
roles. 
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“…while
schooling is a
site for the
reproduction
of gender
relations, it is
also a site for
intervention
and change” 
(Gilbert and Taylor 1991
cited in Mills 2001:81).

Strategies to target and engage young
men included 

2.7.3 Building capacity

Another strategic approach in improving
men’s health is increasing health
professionals’ and policy makers’
awareness and knowledge about men’s
health, and skills development in
accessing, engaging and working with
men. Such training might target
practitioners who are currently working
with men, or who would like to work with
men. Suggested practitioner groups that
might benefit from such training are,
among others, staff working in primary
care, pharmacists, mental health, public
health, health promotion, community
groups, and youth settings. Depending on
the practitioner group, topics in men’s
health training can include:

• General awareness of how gender 
affects health 

• Masculinity and health, men’s health 
beliefs and help seeking behaviour 

• Reflection on attitudes of health 
professionals towards men 

• Strategies for targeting, accessing and 
engaging with men 

• Overview of men’s health issues

2.8 Challenging
masculinities

How are men to break out of this cycle
and value themselves and others in a
world, which seems to be giving such
strong messages about men having to
demonstrate their adverse masculine
behaviour? (Luck et al. 2000:221).

Challenging societal norms and
expectations of masculinity needs to begin
early in life, and prime opportunities for
addressing gender and health exist
through agents of socialisation in settings
such as schools, youth work, sports
organisations and other groups (such as
Scouts).  In these settings, beliefs, norms
and expectations that boys and girls
themselves have, and also that the
socializing agents have, can be explored. 

Raising parental awareness of boys and
men’s health issues is another approach
that can influence the construction of
gender roles. Opportunities exist during
parents’ contact with public health and
primary care services, through parenting
courses, in the work place, and in
established women’s and men’s groups. 

Through a process of reflective practice,
practitioner groups such as teachers,
youth workers and health and social care
professionals can examine their attitudes
towards men in their work, as traditional
attitudes might perpetuate traditional
views of masculinity. 

Changes in policy could support changed
patterns of masculinity; for example,
making work hours more flexible, and
changing parental leave legislation are
two policy initiatives that would facilitate
fathers to become more “caring” by
enabling them the opportunity to interact
more with their children. 
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• Traditional outreach routes (sports, 
clubs, music and bars) – particularly
for agencies that wanted to convey 
small amounts of information for 
short periods. 

• Working in settings such as 
hospitals and young offender 
institutions, where the young men 
proved to be a more captive and 
receptive audience. 

• Offering incentives.
• Advertising strategy that presented 

the initiative as an exclusive 
product, or as ‘cool’ because of 
affiliations/endorsements.

• Offering services when men were 
desperate as men were less 
concerned over appearing weak.

• An advocacy approach, where 
problems are externalised. Some 
agencies made it clear that they saw
some of the problems as societal 
and outside the young men’s control
rather than being personal.

Case Study: Exploring Masculinities

An optional SPHE module, designed for boys in senior cycle in single sex schools, Exploring
Masculinities, was developed in Ireland between 1995 and 1997 as part of a joint project
between the Gender Equality Unit of the Department of Education and Science (DES) and
the Association for Secondary School Teachers in Ireland (ASTI). Exploring Masculinities
aimed at challenging and critically examining the traditional male role in society, with
several broad themes: communication skills, work, power, violence, sport, health,
relationships and sexuality (National Council for Curriculum and Assessment [NCCA] 2002). 

Following a heated debate and much controversy about the module, mainly in the
media, the DES commissioned a review of the module in 2000 (NCCA 2002). The
review by the NCCA found that although the controversy received sustained media
attention, mainly through a small number of individual contributors, little public
debate was carried out. They recommended that boys needed SPHE programmes, but
that parental involvement in all stages of curriculum development was important.
Proper teacher training was considered crucial, as was updating of the material in
the module. Even though the module received a favourable evaluation, it is unclear
whether this module is currently being used in schools.



2.9.1 Gender awareness
training 

Gender proofing and gender awareness
training are relatively new concepts in
Ireland; however, they have been on the
agenda of developmental agencies (such
as Oxfam) for two decades. They have
more recently been promoted by women’s
health organizations and men’s health
organizations such as the European Men’s
Health Forum (White & Cash 2003) and
the Men’s Health Forum in Ireland (2004).
Integrating gender concerns into the
development and evaluation of policies
and services was one of the
recommendations that emerged from
recent men’s health research in Ireland
(Richardson 2004). 

County Development Boards in the Border,
Midland and Western regions have
initiated training initiatives as a response
to gender proofing of the Government’s
National Development Plan  (Crawley and
O’Meara 2002), and it has been proposed
that this model could be extended to all
public sector service provision (Crowley
2002).  

Gender training is “…a development
intervention which aims to change
awareness, knowledge, skills, and
behaviour in relation to gender” (Williams
et al. 1994:15). Oxfam suggests that
gender training needs to include a strong
element of awareness raising in addition
to skills-building. Oxfam further identified

key organizational issues that are pre-
requisites to successful gender awareness
training (Williams et al. 1994):

• Senior management commitment to 
the concept and process

• Time commitment, as the process of 
training should not be a once-off event

• Management and support by well 
respected people within the 
organization

• External training consultants together 
with a nominated person within the 
organization to link with outside 
trainers

• Train-the trainer programmes to 
achieve integration of gender 
awareness within the organization

• Adequate resourcing
• Individualised programmes geared to 

the organization

The experiences of gender awareness
training have been varied; for example,
people who already familiar with gender
awareness are more likely to attend
(Williams et al. 1994).  There is a dearth of
published evaluations of gender
awareness training initiatives in Ireland,
and further research is needed in this
area.
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Three main
arguments have
been put forward
for commencing the
process of gender
proofing (Crawley
and O’Meara 2002):

• Achievement of 
social justice 
goals - equality 
and fairness

• Fulfilment of 
legal obligations

• Efficiency and 
effectiveness – 
through 
identifying and 
addressing needs
more effectively

2.9 Tackling health
inequalities through
gender proofing

The structure of health care delivery is
gendered: a majority of health workers are
women, but men occupy the majority of
positions with power, status and higher
incomes. Paradoxically, even though men
occupy positions of power and control,
they do not generally place men’s health
on the agenda (Courtenay 2000). Gender
and power differences produce the norms
and expectations that clients and health
workers have for each other, and it is into
this context that people enter the health
care system (Lorber 1997). Men and
women seek health care differently, and
when they are in the system, health
workers treat them differently. 

Gender has a permeating influence on
health; however, there is lack of evidence
that gender (men’s and women’s health
needs) is taken into consideration when
planning and delivering services. Actually,
it can be argued that language in national
health strategies actively strives to be
gender neutral, including using concepts
such as ‘people-centredness’:

Policy that appears gender neutral can
often have different impacts on women
and men, even when not envisaged or
intended, generally because men and
women have different experiences and
needs (European Union [EU] 1997). It is
anticipated that the permeating culture of
gender neutrality in the public services will
generate resistance when attempting to
introduce an ethos of gender sensitivity
into organizations such as Health Boards.

The Mid-Western Health Board Service
Plan 2004 refers to sex differences in very
few instances.  
• The Social Inclusion services 

specifically detailed differences in 
service delivery for men and women in 
Traveller Health and highlight that few 
Traveller men have engaged with the 
services. 

• Mental Health Services highlighted the 
differences between men and women 
in suicide rates.  

• The Cardiovascular Health Strategy 
draws attention to sex differences in 
cardiovascular disease premature 
mortality rates. 

Gender impact assessment (gender
proofing) is a tool and a process that
realises gender mainstreaming and aims
to achieve equality (EU 1997).  Gender
equality means that “… the different
behaviour, aspirations and needs of
women and men are equally valued and
favoured” (Crawley and O’Meara 2002:6).
It recognises that men’s and women’s
experiences and needs are different, and
that differences should be taken into
consideration when planning,
implementing and evaluating policies,
programmes and services. 

The initial focus when aiming for gender
mainstreaming should not be on health
outcomes, but rather the inputs:
The only practicable strategy for reducing
unfair and avoidable inequalities in health
between men and women is to ensure that
the two groups have equal access to those
resources which they need to realize their
potential for health (Doyal 2000:932).

Gender proofing is a means to an end –
gender mainstreaming, which ensures that
gender is incorporated and considered
into all aspects of service planning,
implementation and evaluation (Crawley
and O’Meara 2002). Before gender
proofing can occur, awareness raising and
training programmes need to be provided.

Gender proofing requires an
organizational change approach to
succeed. Senior management commitment
to this process is an essential prerequisite,
as is the participation of all those involved
in and affected by the process. Using a
systems approach, gender proofing should
eventually become part of the system of
working in the organization, and not a
once-off task. 
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“If health services
are to meet the
needs of both
women and men
then all these sex
differences need
to be taken
seriously in the
planning and
delivery of care” 

(Doyal 2001:1061)

Raising awareness
of the need for,

and the benefits
of, gender

proofing among
all those involved
in the design and

delivery of policies
and programmes

within
organizations is

the key to the
implementation of

an effective
gender proofing

strategy. Training
is central to such

awareness raising 

(Crawley and O’Meara
2002:3)

Health system identifies and
responds to the needs of
individuals; is planned and
delivered in a coordinated way;
helps individuals to participate in
decision-making to improve their
health 

(DOHC 2001:19). 

The Gender Proofing Process (Crawley & O’Meara 2002:18)

Step 1: What are the different experiences and roles of men and women 
which might have an effect on / in how they benefit from / get 
involved in (objective / action / programme / service etc)?

Step 2: What are the implications of the differences for this 
(objective…)?

Step 3: Given these implications, what do we need to do when pursuing 
this (objective…) to ensure equality of outcome for men and 
women?

Step 4: Who will assume responsibility for ensuring these actions are 
carried out?

Step 6: How will we measure success in this area (indicators, targets)?
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Many of the risk factors associated with cardiovascular disease display gender
differences, and gender sensitive initiatives are needed to tackle related health
behaviours. As initiatives that are lifestyle-based can become victim-blaming, it is
important that such programmes also address the root causes underlying the health
behaviour.

A good example of this is the way that nutrition is addressed. Diet is one of the factors
associated with cardiovascular disease. Research suggest that men perceive organised
ways of dieting to be women’s territory and that advertising and media coverage for
weight management are more closely identified with women (Watson 2000). It is
possible that a weight management programme targeted at men only, based on needs
assessment might have a better chance of succeeding. Recently, Weight Watchers have
announced men-only meetings at some locations in Ireland (The Irish Times 2004).

Physical activity is another factor associated with cardiovascular disease. While men are
more likely to partake in strenuous exercise, they are less likely to engage in moderate
physical activity - it is possible that the male gender role dictates these preferences. To
promote moderate levels of physical activity among the more sedentary men, a
community - based approach, based on men’s needs, is likely to have the best effects.
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3.1 CARDIOVASCULAR DISEASE

Mortality from cardiovascular disease in Ireland has decreased in the last decade;
however, it continues to be a leading cause of death, and death rates for both men and
women are still high compared to EU averages. In 2000, 39 % of all deaths for men and
women were attributed to circulatory diseases, and they accounted for 29 % of
premature (before the age of 65) deaths among men in 1999 (DOHC 2003a).  In 1998,
age standardised death rates from cardiovascular disease were lower in the MWHB
region compared to national rates, particularly for women, however, in 2002 death rates
for both males and females were higher than national averages (Table 2).  

males females

1998 MWHB 284 125

1998 Ireland 287 137

2002 MWHB 239 115

2002 Ireland 232 112

Table 2: Age standardised death rate from coronary heart disease per 100,000
population in the MWHB region and in Ireland, 5-year moving averages (Public Health
Information System).

Deaths from cardiovascular disease varies across social groups, where rates were almost
three times higher in the semi- and unskilled working classes compared to professionals
(IPH 2001). There is also a social class gradient in risk factors for coronary heart disease
(DOHC 1999, 2003a&b); therefore, to have most impact on population health,
interventions need to prioritise individuals and groups from lower classes. 

The publication of the cardiovascular strategy and subsequent funding to the Health
Boards have led to an increased number of coronary artery investigations and
interventions. For example, in the MWHB area the number of coronary arteriography
procedures (age standardised rate per 10,000 population) has increased from 19.1 in
1996 to 53.4 in 2001 for males, and from 8.3 to 26.2 for females, where the national
averages increased from 23.0 to 30.8 for males and 10.3 to 14.6 for females between
1996 and 2001 (DOHC 2003a).

Even though cardiovascular disease is clearly a gendered problem (both for men and
women), the cardiovascular strategy is mostly written in a gender-neutral language,
apart from highlighting sex differences in mortality (DOHC 1999). The recommendations
in Building Healthier Hearts do not contain a framework on how gender differences are
to be tackled. This might be as a result of the “…relative dearth of social research into
gender and coronary heart disease” (White & Lockyer 2001:1017). White and Lockyer
also point out that in the UK, only a handful of practitioners have developed gender
sensitive initiatives. This also appears to be the case in Ireland, where the Farmers
Health Project in County Limerick (see 2.7) is one of few examples.  

There appears to be scope to develop settings based preventative screening
programmes (for example, in the community and work place) that can assess associated
risk factors for cardiovascular disease (for example blood pressure, blood lipid levels,
BMI, family history, diet, smoking and physical activity history). An outreach approach is
likely to better reach men who are less likely to engage in self-directed preventative
behaviour. It should however be noted that the evidence of improved health outcomes
from any such screening programme is weak (Raphael 2002).
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3. Topics in Men’s Health

Deaths from
cardiovascular
disease varies

across social
groups, where

rates were
almost three
times higher

in the 
semi- and
unskilled
working
classes

compared to
professionals 

(IPH 2001)

Healthy eating - The National Health & Lifestyle Surveys 2002
(DOHC 2003b,c)

• Using the body mass index as a measure of normal weight, 
55% of men (37% of women) were reported as overweight or obese 
(BMI=25+). (5% compared to 20% of women) Men were less likely to be on a 
weight reducing diet. 
In the Mid-West, 18.2% of males (12% of women) were rated as obese
(BMI = 30+), and 
2.6% of men were on a weight reducing diet, compared to 
18.9% of women.

• Among school children, boys were less likely to consume
fruits (29% of boys and 36% of girls), and
vegetables (37% of boys and 43% of girls) on a daily basis.

On the other hand, boys were more likely to consume 
chips (15% of boys and 10% of girls) and 
hamburgers/hot dogs/sausages (10% of boys and 5% of girls) 
on a daily basis.



Prostate cancer is often asymptomatic in the early stages, but can have the same
symptoms as BPH when symptomatic, in addition to symptoms of metastatic disease
such as pain in the spine, pelvis or ribs. The strongest risk factor is age, and there is
also evidence that family history is a risk factor.  The cancer is usually a slow growing
tumour, and for that reason more men die with rather than from prostate cancer;
however, there is currently no way of distinguishing which tumours will remain slow-
growing and which will metastasise rapidly.  There is no known strategy to prevent
prostate cancer; however, prostate cancer prevention randomised studies, using a
chemopreventative drug and a placebo, are underway in the US, and results are
expected in 2005 (Thompson et al. 2001). 

Treatment options for prostate cancer include surgery, most commonly radical
prostatectomy. This procedure has associated potential side effects of incontinence 
(2-5%) and erectile dysfunction (average of 70%), which leads Frankel et al. to comment
that  “with no significant improvement in all-cause mortality and major quality of life
implications, radical prostatectomy remains a controversial procedure” (2003:1125).
Other options include hormonal therapy and radiotherapy, which carries lower risks of
side effects such as erectile dysfunction; on the other hand, it does not eradicate all
cancer in all patients or suppress Prostate Specific Antigen (PSA) levels as effectively in
the long term. A third option is watchful waiting with PSA monitoring, especially if life
expectancy is less than 10 years. 

Screening for prostate cancer has been a subject for debate in recent years. The main
problem with PSA screening is that the test is prostate specific, but has low specificity
for prostate cancer.  Approximately one in five men who undergo a biopsy following an
elevated PSA serum level will have cancer, which may or may not be slow growing.
There is therefore a risk that men who undergo PSA screening will experience undue
worry and anxiety, in addition to undergoing unnecessary tests. There is little
knowledge about the comparative effectiveness for treatment of localised prostate
cancer – therefore, screening might have no relation to outcome (Frankel et al. 2003).
There are associated increased costs for the health services that are likely to receive an
increased number of referrals of patients with elevated PSA serum levels. Frankel et al.
conclude that there is: 

A systematic review of studies investigating screening of early localised prostate cancer
did not recommend mass screening using PSA, instead recommending that screening
should be limited to men with clinical evidence of prostate cancer who have a life
expectancy of at least ten years, and only following full counselling about the
implications and uncertainties of treatment. It should also be used to monitor tumour
progression in men with known prostate cancer (Selley et al. 1997).

Current recommendations do not support population screening for prostate cancer;
however, asymptomatic men over the age of fifty with a family history (father or
brother) of prostate cancer is a potential risk group suitable for PSA monitoring. 
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3.2 PROSTATE DISEASE

Diseases of the prostate include conditions such as benign prostatic hyperplasia (BPH) –
or enlargement of the prostate - and cancer of the prostate. BPH is a common
condition, and its incidence rises with age. It is estimated to affect over 40% of men
over 65 (Kirby et al. 1999). Symptoms of BPH can impact significantly on men’s quality
of life, and can be well documented using the International Prostate Symptom Score
(IPSS), a well-validated method of quantifying symptoms associated with BPH (Barry et
al. 1992). Left untreated, BPH tends to slowly progress, and complications from BPH can
include acute or chronic urinary retention, bladder stones, diverticulum formation, upper
tract dilatation, recurrent urinary tract infections and haematuria (blood in the urine).
Traditional surgical treatment for BPH - transurethral resection of the prostate (TURP) -
is becoming less common and confined to those with complications form BPH, with
medical therapy alternatives becoming more popular.  As BPH has the potential to have
a significant effect on quality of life and also to lead to complications, men need to
know that having symptoms related to prostate disease are not part of normal ageing,
and men with persistent changes in bladder symptoms should therefore seek advice
from their GP.   

Prostate cancer is the second most common cancer among men in Ireland after skin
cancer, and its incidence is rising. The number of new cases of prostate cancer in Ireland
was 1378 in 1999 and 1656 in 2000 (National Cancer Registry [NCR] 2003, 2004).
Estimated prevalence of prostate cancer in 1997 was 9024 cases, with a
prevalence/incidence ratio of 6.9, representing 0.5% of the population (NCR 2004).
Prostate cancer was the third most common cause of death from cancer among men in
1999 (499 deaths) after lung and colorectal cancer (NCR 2003). The lifetime risk of
developing prostate cancer in 1999 was 6.9 %, or 1 in 14 (NCR 2003). The Mid-West had
the lowest incidence rate for prostate cancer.  New cases of prostate cancer in 1999 for
Counties Clare, Limerick and Tipperary (both S.R and N.R) was 116, while number of
deaths from prostate cancer was 57. 

Treatment for prostate cancer in Ireland (in 1998 – 2000) included surgery (45%),
hormone therapy (43%), radiotherapy (20%) and chemotherapy (2%) (NCR, 2004). The
five-year relative survival rate for patients diagnosed in 1995 – 1997 was 64.1%, and has
increased to 75.9% for patients diagnosed in 1998 - 2000 (NCR 2004).  
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prostate cancer
is the second
most common
cancer among
men in Ireland

Physical activity - The National Health & Lifestyle
Surveys 2002 (DOHC 2003b,c)

• 48% of men (53% of women) engaged in some form of 
physical activity on a regular basis.

• 22% of both men and women reported doing mild exercise 
four times a week for at least 20 minutes.

• 26% of men (37% of women) reported doing moderate 
exercise three or more times a week. 

• 15% of men (7% of women) did strenuous exercise three or 
more times a week

• 30% of men reported not doing any exercise at all.
• Among school children, 8% of boys and 14% of girls exercised 

less than weekly, while 59% of boys and 38% of girls exercised
four or more times per week.

• There was a strong inverse educational level gradient at all 
ages for participation in physical activity, for both men and 
women. 

…no justification for screening programmes that expose men who might never be

aware of the pathological changes within their prostates, to uncertainties about

outcome, and to certainties about the disagreeable nature of the treatment process

(2003:1125).



3.4 OTHER CANCERS

Cancer was the second most common cause of death among men in Ireland in 1999,
accounting for 24% of all deaths (NCR 2003). Excluding sex-specific cancers (prostate
cancer), the most common cancers (new cases) in men are skin cancer, colorectal cancer
and lung cancer (NCR 2003). 

Skin cancer

Skin cancer is the most prevalent cancer in men. Men have approximately the same
incidence of skin cancer as women, but are more likely to die from the disease. In 1999,
approximately 2,900 new cases of skin cancer (both melanoma and non-melanoma)
were reported for males, while 46 men died from the disease (NCR 2003). In the case of
malignant invasive melanoma, research has shown that women respond more frequently
than men to secondary prevention interventions, leading to an earlier diagnosis (MacKie
et al. 2002). This could be partly explained by men’s help seeking behaviour – that they
seek help when conditions are at a more advanced stage. This is a preventable cancer,
where use of protective clothing and sunscreen lessen the skin’s exposure to harmful
radiation and subsequent development of cell abnormalities. Men are less likely to use
preventative measures, such as applying sunscreen, possibly viewing this as a feminine
practice (Courtenay 2000). 

Most men die from lung cancer and colorectal cancer - 915 and 561 deaths respectively
in 1999 (NCR 2003). Table 3 shows new cancer cases and deaths in Counties Clare,
Limerick and Tipperary 1994-1999 averages.

Table 3: Number of  new cancer cases and deaths for Counties Clare, 
Limerick and Tipperary, 1994-1999 averages (N/A=not applicable, NDA=no 
data available) (NCR 2003)
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There is a need to raise awareness among men about prostate health and to clarify the
limitations of PSA screening.  A recent Irish study found that 76% of men knew the
location of the prostate gland, and 45% knew the function of the prostate gland, while
61% did not understand the term ‘digital rectal examination’, and between 40% - 57%
of men aged 50 years and over were not aware of some of the most common symptoms
of prostate cancer (Richardson 2004). The development of educational materials that
cover prostate health (benign disease and cancer), treatment options for prostate
disease, and PSA screening would accomplish two objectives. First, it would support
primary care practitioners to counsel their clients appropriately about the benefits and
limitations of PSA screening. Second, it would facilitate an informed choice for men.  

3.3 TESTICULAR CANCER

Incidence of testicular cancer has risen in the last decades, and in Ireland, 105 new
cases were detected in 1999, with 9 deaths from the disease (NCR 2003).  It is
predominantly a young man’s disease – in 1998, the vast majority of cases occurred in
men aged 15 – 44 (NCR 2003). Risk factors include a history of maldescended testes,
infertility, and there is also evidence of a familial link. Testicular cancer is highly curable
if detected early. Testicular self-examination (TSE) and encouragement to seek medical
advice if abnormalities are detected are ways to promote early detection of the cancer;
however, 

Recent research indicated that only 15% of Irish men identified the 20-35 age group as
the highest risk category, and a minority were aware that genetics (23%) and one or
more undescended testes (11%) were risk factors; furthermore, 54% had heard of TSE,
and of those only 65% reported knowing how to practice TSE – with 21% actually
practicing TSE once a month or more (Richardson 2004). In the same study, only 14% of
those aged 18-29 reported practicing TSE at least monthly. 

Population based screening for testicular cancer has not been recommended, however,
there are arguments in favour of awareness raising campaigns (Griffiths 1996). Since
young men do not use primary care to a large extent, campaigns outside the health
service setting (schools and colleges, youth work, work place and community) are likely
to be the most effective in reaching young men.
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PROSTATE HEALTH GUIDELINES: 

Men who are experiencing a persistent change in bladder symptoms should
contact their GP.

There is currently no evidence that population screening for prostate cancer
is beneficial. 

PSA screening might be of value for asymptomatic men over 50 with a
family (father or brother) history of prostate cancer.

Men who undergo PSA screening should be adequately counselled about its
limitations and shortcomings prior to undergoing the test, so that an
informed choice will take place.

“awareness of testicular cancer among young men is low, and unwillingness to undertake TSE is great”
(Lloyd & Forrest 2001)

Type of cancer Males Females
New cases Deaths New cases Deaths

All Cancers 943 434 913 373

Non-Melanoma skin 269 NDA 192 NDA

Prostate 116 57 N/A N/A

Breast 0 NDA 161 69

Lung 94 100 45 49

Colo-Rectal 93 60 59 41

Melanoma skin 15 NDA 25 NDA



and P. Pubis (58%). In early 2000, there was a significant increase in syphilis among men
who have sex with men, mainly confined to Dublin. Syphilis notifications have increased
since then; however, the steady increase did not continue in 2002, when male cases
decreased by 6.5% and female cases increased by 85.1% (partly due to cases identified
through ante-natal screening) compared to 2001. 

The increases in incidence in STIs is likely to be related to unsafe sexual behaviour, as
well as better acceptability of STI clinic services, greater awareness of STIs and
improvements in diagnostic tests (NDSC 2004c). 

3.5.2 HIV/AIDS

There were 399 new cases of HIV in Ireland in 2003, a 10% increase from 2002, and
since 1998 there has been a 243% increase in the number of diagnosed HIV infections
(NDSC 2004a).  This increase is largely explained by the yearly increases in the numbers
of heterosexually acquired cases. Of the new cases in 2003, 55.3% were acquired
heterosexually, 18.8% were among men who have sex with men and 11.8% were among
injecting drug users – in 9.8% of cases there were no information available on risk
group (NDSC 2004a).  Just over half (50.6%) of the newly diagnosed cases in 2003 were
among males; the majority of heterosexual cases (66.5%) were among females, and the
majority of cases among injecting drug users (63.8%) were among males (NDSC 2004a). 

The NDSC does not provide new case data for each health board, but distinguishes
between the Eastern Regional Health Authority Area (ERHA) and non-EHRA – 125 of 399
new cases were resident outside the ERHA at the time of diagnosis (information was
unavailable for 43 cases). Of the 399 new cases in 2003, 133 were born in Ireland and
198 were born in sub-Saharan Africa – information on geographic origin was unavailable
for 41 of the cases. Among men who have sex with men 75% were born in Ireland, and
among injecting drug users, 96% were born in Ireland, while of the reported
heterosexual cases, 82% were born in sub-Saharan Africa and 14% in Ireland. 

Females tend to be younger at the time of HIV diagnosis than males (average 27.7 years
for females and 33.4 years for males), possibly due to an increased uptake of antenatal
screening and differences in health seeking behaviours (NDSC 2004a). 

3.5.3 HIV/STI Prevention - accessing men 

The rise in the number of reported cases of STI’s and HIV is at least partly contributed to
an increase in unsafe sexual practices, and prevention is a key strategy in reducing
incidence. Successful prevention is likely to include education to influence attitudes and
knowledge, combined with enhancing personal skills and a supportive environment for
safer sex. 
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There is a need to improve men’s awareness of cancer prevention (such as smoking
cessation, healthy eating, physical activity, and using sunscreen/protective clothing) and
to encourage early detection and help seeking. Awareness campaigns that are gender
sensitive – taking men’s health beliefs and help seeking behaviour into consideration –
and outreach and settings based initiatives are likely to be more successful. The Irish
Cancer Society has conducted cancer awareness weeks specifically aimed at men in
2003 and 2004.

3.5 SEXUAL HEALTH  

The term sexual health is a broad term that covers aspects from disease prevention and
treatment, reproductive health, to the fostering of positive expressions of sexuality. The
MWHB draft sexual health strategy proposes recommendations and actions relevant to
key issues and population groups with special sexual health needs. This scope of this
section is to discuss specific issues relating to accessing and reaching men, with
particular reference to education for boys and men. 

3.5.1 Sexually Transmitted Infections 

The incidence of sexually transmitted infections (STIs) has risen steadily in Ireland in
recent years (NDSC 2004b).  In 2002, a total of 10,472 cases were reported, an increase
of 7.9% from 2001, when a total of 9,703 new cases of STIs notified in 2001 (an increase
of 9.4% on the previous year).  The most commonly reported infections are ano-genital
warts (3932 cases), non-specific urethritis (2025 cases), Chlamydia (1922 cases) and
Candidiasis (1351 cases) in 2002. Incidence of Infectious Hepatitis B has risen
dramatically since the late 2000, and in 2002 the highest number on record was
reported (57 cases), 32% among males - possibly reflecting introduction of voluntary
screening programmes among asylum seekers and ante-natal screening among women.  

The age group 20-29 represent the most cases of STIs, except for syphilis, where the
majority of cases were in the 30-39 age group.  

Males accounted for 48% of all STI notifications in 2002. Sex differences were most
marked in the case of syphilis (71%), trichomoniasis (62%), non-specific urethritis (59%)
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Men’s Cancer Action Week 
(Irish Cancer Society 2003, 2004)

Recent Irish health information campaigns that have
targeted men include the Men’s Cancer Action Week,
a TV, radio, outdoor and print advertising campaign,
supported by a booklet entitled The manual for men
on cancer prevention and early detection. The theme
for the campaign was “Have you had your NCT”,
making connections to the notion of the male body
as a machine. Even though such a metaphor can be
criticised, the campaign had anecdotal appeal, and
the accompanying booklet was informative and
humorous. It provided the reader with information
about prevention and detection of five of the most
common cancers for men (skin, prostate, bowel, lung
and testicular), and also gave practical advice on
accessing and communicating with doctors.

STI Facts - Mid West Region (MWHB 2004)
• The MWHB notified 1,380 new cases in 2001, and 1,721 new cases in 2002.
• The most commonly reported infections in 2002 were non-specific urethritis (691 cases), 

ano-genital warts (490 cases) and chlamydia (237 new cases).
• The number of new cases of infectious hepatitis B was 17 in 2002, compared to 6 cases in 2001.
• The number of new cases of syphilis was 7 in 2002, compared to 15 in 2001.



Currently, only 25% of men in the mid-west region are diagnosed with Chlamydia in the
community, compared to 59% of women (Powell et al. 2004). The focus on women in
primary care might be a result of the more serious consequences of Chlamydia for
women (e.g. infertility) – however to control Chlamydia both men and women have to
be actively targeted (O’Brien & White 2003).  

Primary care, and particularly community based Chlamydia screening would appear as
an approach that could target young men, and Powell et al. (2004) have demonstrated
that it is possible in a local context. If screening would include testing for all STIs,
however, possible problems could include access to laboratory facilities.  

The Red Ribbon Project

Outreach work is provided by the Red Ribbon Project, based in Limerick, targeting gay
and bisexual men, and sex workers.  Outreach is conducted in bars and clubs, with
provision of condoms and health information. The centre also provides a drop-in service
with confidential counselling and advice on sexual health matters, in addition to the
provision of condoms to the general public. Work with asylum seekers is also on-going.
The Project also provides participatory workshops on a variety of sexual health related
topics, and is currently developing a sexual health booklet targeted at men. 

The Project perceives that the sexual health needs of gay and bisexual men are quite
well catered for in the Limerick area; however, an emerging group of men with potential
unmet needs are men who have become sexually active with new partners after a
divorce or separation, and potentially at risk for STI and unplanned pregnancies.
Another identified group that the Project perceives is difficult to reach is men who have
sex with men, but do not see themselves as gay.

3.5.5 Erectile Dysfunction

Erectile dysfunction refers to an inability to achieve and maintain an erection, and this
condition affects approximately 5 % of men over the age of 40, 10 % of men in their
sixties and 20 % of men in their 70’s (Kirby et al. 1999). Previously, erectile dysfunction
was thought to be caused primarily by psychological factors; however, more recent
research has found that this condition has an organic aetiology in the majority of cases.
There are a variety of treatment options available - men need to be made aware of the
condition, and encouraged to seek advice from a GP regarding treatment options. The
male gender role can make this topic taboo for many men, and this barrier needs to be
overcome using the suggested strategies previously described. 

3.5.6 Sex education 

“Boys and men have been left out in our efforts

to improve sexual and reproductive health”
(Yamey 1998:1315). 

By ignoring boys’ and men’s sexual health needs, the notions that sexual
and reproductive health are women’s responsibilities and that boys and
men are ‘hopeless cases’ are reinforced. As stated earlier, the evidence
base in men’s sexual health is weak, but more attention is now given to
this; for example, national bodies such as the Crisis Pregnancy Agency
(CPA) has recently commissioned research into men’s experiences of crisis
pregnancies (CPA 2003). 
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Use of contraception
26% of men reported always using contraception if sexually active (compared to 43 %
of women) (DOHC 2003b). In the Mid-West, 26 % of men and 32 % of women reported
always using contraception (DOHC 2003c).

Historically, family planning services have mainly targeted at and accessed by women,
and it has been suggested that men tend to view pregnancy prevention as mainly a
concern for females. Targeted efforts in men’s health need to distinguish between
pregnancy prevention and STI prevention (Richardson 2004). Targeted campaigns also
need to take gender, culture, and risk-group into consideration (Cho et al. 2004). 

A good example of this is campaigns targeted at
heterosexual men and women:  Masculinity usually
defines the male as the dominant partner, with men
expected to be powerful, to be initiators and to be risk
takers - this might create difficulty for women who need
to negotiate a safer sex strategy for themselves (WHO
1998). Gender-neutral campaigns that fail to take
gender roles into consideration can be less effective.  

Commenting on international research, Sternberg and
Hubley conclude that “despite the substantial rhetoric
around men’s involvement in sexual health and
reproductive health, the reality is that there have been
few published evaluations of interventions” (2004:394).
Sternberg and Hubley have identified strategies that
appear to be effective in reaching men, however: 

• peer education programmes
• large-scale media programmes
• workplace health programmes
• community outreach 

3.5.4 Sexual Health Services
Sexual health services are generally poorly accessed by young men, and factors that
contribute to this include traditional targeting of women and the predominantly female
staffing in the services (Lloyd & Forrest 2001). Sexual health outreach clinics that
specifically target men, based in the community with easy and convenient access, are
likely to have better success at reaching men.

The MWHB has a STI clinic based in the Mid-Western Regional Hospital, with outreach
clinics at Ennis and Nenagh Hospitals, and operate on a self-referral basis, by
appointment. Attendance numbers have increased dramatically in the last years. Access
to sexual health services in general is a concern, and the delay in obtaining
appointments is perceived as a major problem that can cause undue worry, anxiety and
suffering, in addition to possibly cause more people to become infected with an STI. 

Recent research aiming to estimate the prevalence of Chlamydia infection among young
men in the MWHB region using community based screening found an overall prevalence
of 5.9%, and associated risk factors for a positive test were more than one sexual
partner in the previous 6 months, more than eight lifetime sexual partners, and current
symptoms (Powell et al. 2004).  This compares favourably to reported prevalence rates
from the first year of national screening in England, where the rates are 10% overall for
under 25’s and 13% among men (La Montagne et al, 2004).  
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“Heterosexual encounters

are not simply natural and

instinctive events. They are

socially shaped with certain

modes of behaviour seen as

appropriate for each sex”
(WHO 1998:4).



3.6. EMOTIONAL AND MENTAL HEALTH ISSUES

Ireland has undergone societal changes in the last few decades that have impacted on
emotional and mental health. The rise in suicide rates among young men in Ireland, a
public perception of an increase in violence, and increased rates of alcohol and drugs
misuse all combine to focus the attention on young men’s emotional and mental health.
Isolation and lack of social interaction have also been identified as issues that impact
on men’s health, and these can also act as barriers to accessing health services
(Stakelum & Boland 2001, WHB 2003). 

These changes have implications for the provision of mental health services, and for
services to respond appropriately and effectively, a gendered approach will become
necessary (McQueen & Henwood 2002).  Many researchers have highlighted the link
between risk-taking behaviour, substance use, mental health and gender roles, and
future research needs to consider these interrelated factors (Thom 2003).

3.6.1 Help-seeking for emotional and mental health
issues

Counsellors that were consulted with for the purpose of informing this report perceived
that men are generally reluctant to seek help for emotional problems, and that some
men wait until the despair becomes unbearable before they seek help. Gender based
barriers to accessing help for mental and emotional issues need to be addressed in
programme planning.  Settings with direct access and self-referral appear to appeal
more to men. For example, 43% of students that attended the counselling service at the
University of Limerick (UL) in the academic year 2002/2003 were male – UL had 47%
male students in the academic year 1999/2000. This is a drop-in, same day service that
does not require referral.  
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While highlighting the lack of evidence-based data, Yamey (1998) recommends three
broad approaches in improving boys’ and young men’s participation in activities that
concern sexual health:
• Boys should participate in the planning of sexual education programmes, and have 

influence over content, delivery and setting of the education. 
• The barriers to using condoms should be discussed more honestly. Factors such as 

embarrassment, fear of failure and loss of sensitivity are real for young men. 
• Sexual health services need to be made more accessible to boys and young men. 

There is an argument that sex education in schools, particularly mixed-sex schools,
needs to become more gendered: 

The relationship between masculinity and male sexuality is important to consider:
“the most important thing we need as sex educators is an understanding of young
men’s lives, of how masculinity affects boys attitudes to sex and relationships”
(Davidson 1996:22).
Research suggests that young men broadly view sexual activity as a positive
achievement in terms of their personal and social development, and anxieties about
sexual activity tends to focus on their own adequacy rather than worrying about the
emotional and physical needs and desires of their partners (Lloyd & Forrest 2001).
Failing to recognise this can make sex education non-relevant and ineffective for boys. 

More men need to do sex education work with boys to provide alternatives to the
stereotype that men do not talk seriously about sex (Davidson 1996). The setting of sex
education is important: safety, trust and confidentiality are key factors, as is working
with boys separately from girls for some of the time (Davidson 1996). 

The HSE Mid-Western Area, in partnership with the Department of Education and
Science, continues to provide training and support on sexual health in the context of
Social Personal and Health Education for both primary and post-primary teachers
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Boys and girls want and receive
different kinds and amounts of
information about sexuality from
parents…boys tend to receive less
formal sex education than girls, and
they may also lose out on other
important sources of learning, such
as mothers, friends and magazines 
(Prendergast 1996:31). 

More men need to do sex education
work with boys to provide alternatives to the
stereotype that men do not talk seriously about sex 
(Davidson 1996

Putting research into practice: Young men’s emotional health 
(Ritchie 1999)

A qualitative, exploratory study of Scottish young men examined factors that impacted on their emotional
health. Following the research, a mass-media campaign was developed that aimed to raise awareness
and legitimise emotional health among young men. 

The lack of a work role emerged as a strong factor that impacted on emotional health, as it contributed
to a feeling of powerlessness and lack of control. Lack of work was also perceived to result in low self-
esteem and damage to the male image. Alcohol was used as a coping strategy to cope with stress. These
young men all “equated emotional health with control and discipline” and adopted task-oriented
approaches when solving problems. Help seeking was perceived as difficult, and only used as a last
resort, and there was also a perceived lack of confiding relationships with other male friends.

A media campaign was developed, targeted at young men aged 16-24, which aimed at encouraging
formal and informal help-seeking behaviour, and also at legitimising emotional health as a valid issue for
young men. Themes such as work role, relationships, alcohol and success were developed into media
concepts in the form of posters, supported by an information line that provided advice, referral and
information, and an information booklet. 

An evaluation was conducted to explore the effects of the media campaign on the general (young) public,
which revealed some small positive changes in perceptions and attitudes towards emotional distress
following the campaign.



3.7.2 Alcohol

…in many cultures, alcohol has been associated with male status, privilege and authority roles
and has sometimes played an important role in men’s economic and political activities
…the use of alcohol and license to drink is, therefore, deeply rooted in expectations of male
behaviour. 
(Thom 2003:18 - 19).  

Between 1989 and 1999, alcohol consumption per capita in Ireland increased by 41%,
and it has continued to rise; the increase is believed to have been influenced by societal
changes, changing lifestyles and expectations, more disposable income, lessening of
parental control on young people, and a strong focus on consumerism (DOHC 2002). In
2002, 30% of males consumed in excess of the recommended sensible weekly limits for
alcohol (21 standard drinks) (DOHC 2003b). It has been suggested that binge drinking is
now norm among Irish men – 58 of 100 drinking occasions (30 of 100 for women)
involve binge drinking (Ramstedt & Hope 2003). In the Mid-West region, 81 % of men
and 72 % of women consume alcohol regularly; males are more likely to drink more on a
typical night out (mean drinks 5.66 for men and 3.50 for women), and more likely to
exceed the recommended safe weekly limits for alcohol consumption (22 % of men and
20 % of women) (DOHC 2003c). 

Research into alcohol use among post-primary students in the Mid-West Health Board
region in 1997 showed that 84 % of male and 80 % of female students had consumed
alcohol at least once, and that 70 % of males (66 % females) were current users (in
previous 30 days) (Gleeson et al. 1998). A follow-up survey in 2002 showed a that
lifetime prevalence rates had increased to 90%, and was higher among girls – 92%
(versus 89% for boys), and that current use had decreased and was now 59% among
boys and 65% among girls  (Kelleher et al. 2004). In the same 2002 survey 16% of boys
and 15% of girls reported that they had consumed alcohol on more than ten occasions
in the past 30 days. There were gender differences in preferred types of drinks – males
preferred beer and cider, while girls preferred alco-pops and spirit-based drinks. There
were some gender differences in binge drinking behaviour – 24% of males (22% of
females) reported drinking five or more drinks in a row on three or more occasions in
the past 30 days.
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Access to formal and semi-formal social networks is generally poor among men (Luck et
al. 2000). Men are generally reluctant to partake in men’s groups, possibly because of
societal norms and expectations that meeting in groups is not a masculine thing to do.
However, outside the pub, men generally lack a forum for social contact with other men.
Men’s groups could tap into un unmet need of men to have the opportunity to articulate
and reflect on what it means to be a man, and to provide support for and receive
support from other men (Armstrong 1999). Others argue that it is not appropriate to try
to persuade men to engage with other men at an emotional level (because men relate
to each other at a more pragmatic level), but that it might be appropriate to engage
men emotionally at crisis times, such as separation or bereavement (Watson 2000).

Men’s groups in the Mid-West

While many men-only groups in the Mid-west tend to be issue or task focussed, there is
at least one group that meets with a focus on personal development (North Tipperary
Community Services). In such a group, establishment of trust and safety and breaking
down the barriers around men’s sharing of feelings are important components of the
work. While the group’s main focus is not health, men’s health issues have been brought
up in the group, such as men’s inhibition to seek health care and the need for greater
awareness and insight into health related needs. 

Among other existing men’s groups that are more issue or task based include MOVE (for
men overcoming domestic violence), MILES (for separated fathers), a men’s group within
Roscrea 2000 (for long-term unemployed), a fathers’ group based in Clare Care (for lone
or separated fathers), and a traveller men’s group in Ennistymon (with main focus on
sport). 
A support group for practitioners working with men’s groups in the Mid--West meets on
a regular basis. 

Many practitioners working with groups reported great difficulty in recruiting men to
groups, and perceived that having a task or specific focus for a group was more
appealing to men. If the group allows, health related issues might then be included in
the work of the group. They also perceived that in some of the groups, men had
different needs. Some attended to get emotional support from others, whereas others
had more specific information needs.  

3.7 SUBSTANCE USE: SMOKING, ALCOHOL AND
DRUGS

“Men…are more likely than women to smoke, drink heavily and use illicit drugs. They
are, therefore, more ‘at risk’ than women from harms associated with substance abuse”
(Thom 2003).

3.7.1 Smoking 

Smoking is a salient public health issue, and major changes in Irish tobacco control
policy have occurred in recent years. Smoking is a recognised risk factor for
cardiovascular disease, respiratory disease and cancers. There are differences in
patterns of smoking depending on age, gender, level of completed education and social
class, and targeted interventions need to consider the interactions between these
factors.  Irish research demonstrates that men and women differ in attitudes to quitting
and preferences for methods of cessation: women are more likely to try to quit, while
men are more persistent in attempts and are more likely to succeed – a larger
proportion of men rely on will-power (83% versus 76%) and professionals (such as
hypnotherapists and acupuncturists) than women (Office of Tobacco Control [OTC]
2003). 
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Smoking statistics (DOHC 2003 b & c, OTC 2003):

• In 2002, overall, 28% of men (26 % of women) reported to be regular 
smokers. Rates tend to decrease with increased age and level of education. 
Men tend to start smoking earlier than women, and to smoke a greater 
number of cigarettes per day.

• In the MWHB region, more females are regular/occasional smokers than men (28 % 
females and 26 % males); however, men smoke more cigarettes per day
than women (mean 17.25 S.D. 1.57, and mean 15.85 S.D. 1.40 respectively).

• Among school boys (15-17 years HSBC), smoking rates varied from 23% (SC 1-2) to 
37% (SC 5-6) in 2002. In the MWHB region, 19% of boys and girls were 
current smokers in 2002.

• Approximately 35% of clients of the MWHB smoking cessation services in 2003 
were men. 



13.8 % for males and 10.4 % for females; furthermore, cannabis and inhalants were the
main drugs of use in the region (Gleeson et al. 1997). This study also found that
students who smoked and / or used alcohol were more likely to have used drugs. A
follow-up survey in 2002 showed that lifetime use (any drug) prevalence had increased
to 39%, 40% among males and 38% among females (Kelleher et al. 2004). In 2002, 17%
of males and 14% of females had used cannabis in the previous 30 days. 

Drug treatment data can be used as an indirect indicator of misuse. Of those attending
drug treatment centres in Ireland, approximately 70 % are male, a majority are under
thirty years of age, almost one-third are early school leavers and a majority are not
employed (O’Brien et al. 2003). The profile for the MWHB is provided in Table 4.  The
main drugs of misuse of all treatment contacts treated in the MWHB region in 2000
were cannabis (53 %), opiates – primarily heroin (27 %) and ecstasy (8 %); 73 %
reported using more than one drug (O’Brien et al. 2002).

Despite the higher incidence of men’s alcohol and drug use, gender - particularly the
role of masculinity – as one of the factors in the aetiology of misuse has not been
getting strong consideration by researchers and policy makers (Lloyd & Forrest 2001).
Gender does not figure explicitly in national drugs strategy (DTSR 2001). Prevention
programmes need to be age and gender sensitive, and focus on the development of
self-worth and self-esteem (a Life Skills approach), and knowledge to enable young men
(and women) to make informed choices about substance use. 
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The adverse effects of alcohol extend from once-off problems such as accidents,
violence, personal harm (alcohol is a known risk factor in suicide and parasuicide,
especially for males) and unprotected sex (placing individuals at higher risk for
unwanted pregnancy and sexually transmitted infections), to recurring problems (poor
work performance, financial difficulties and domestic relationship problems) and chronic
illness (liver damage and cancer) (DOHC 2002).  Recent research shows that adverse
drinking-related consequences, especially those associated with binge drinking, are
relatively common in Ireland (Ramstedt & Hope 2003). Alcoholic disorders are a main
cause of admissions to psychiatric hospitals, especially for males - in 1999 they
accounted for 26% of all male admissions and 11% of female admissions (DOHC 2002).
It has been estimated that alcohol related problems cost Irish society approximately ¤
2.4 billion, or 1.7% of the Irish GDP, in 1999 (DOHC 2002).

The aim of the National Alcohol Policy is to reduce the level of alcohol related problems
and to promote moderation for those who wish to drink (DOHC 1996). A Strategic Task
Force on Alcohol (STFA) was set up which has produced two progress reports outlining
recommendations to reduce alcohol related harm (DOHC 2002, 2004). Following an
extensive international review of the effectiveness of various alcohol policy measures,
legislative actions such as lower blood alcohol limits, minimum drinking age, random
breath testing, immediate license suspension, alcohol control reinforcement and server
liability were found to have a high degree of effectiveness (DOHC 2002). Policy related
initiatives were also the perceived main deterrents for behaviours such as drinking and
driving for the men in the NEHB study (Stakelum & Boland 2001). The most recent report
outlines recommendations in these strategy areas: regulate availability, control
promotion of alcohol, enhance society’s capacity to respond to alcohol related harm,
protect public, private and working environments, responsibility of the alcohol beverage
industry, provide information and education, put in place effective treatment services,
support non-governmental organizations, research and monitor progress, and drink
driving (DOHC 2004). This local men’s health plan supports the implementation of these
recommendations at a local level. 

Although female drinking patterns are changing (especially among younger women),
health education initiatives need to consider the traditional strong connections between
the male gender role and alcohol when devising prevention and information
programmes.

3.7.3 Drugs

Levels of drug use are also increasing in Ireland, and these are more prevalent among
men. The most commonly used drug is cannabis, followed by ecstasy, but “in terms of
harm to the individual and the community, heroin has the greatest impact” (Department
of Tourism, Sport and Recreation [DTSR] 2001:43). A study of lifetime prevalence and
last year prevalence in 2002/2003 indicates that men’s rate of illegal drug use is
approximately twice that of women, while nearly twice as many women reported the
use of sedatives, tranquillisers and anti-depressants (National Advisory Committee on
Drugs & Drug and Alcohol Information and Research Unit 2003). 

In 2002, 12% of men (7 % of women) reported cannabis use within the past twelve
months (DOHC 2003b), while in the Mid-West region, 8 % of men and 4 % of women
reported using cannabis in the previous 12 months (DOHC 2003c). Ecstasy use was most
prevalent among the younger age groups; in 2003 nationally, 7.4 % of SLAN
respondents reported ecstasy use in the last 12 months, 6.4 % among the 18-34 age
group (DOHC 2003b). In the Mid-West, 5.2 % reported use of ecstasy, 3.1 % in the 18-34
age group (DOHC 2003c). 

Lifetime use of any drug among post-primary students in Counties Clare and Limerick in
1997 was 34.2 % for males and 25 % for females, while current use of any drug was
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“in terms of
harm to the
individual
and the
community,
heroin has
the greatest
impact” 

(Department of Tourism,
Sport and Recreation
[DTSR] 2001:43).

No.
Treated in
MWHB
including
residents

83
200
327

No.
MWHB
including
treated
elsewhere

45
96
204

No.
Treated in
MWHB
including
non
MWHB
residents

59
110
174

No.
MWHB
residents
including
treated
elsewhere

36
57
112

% male:
% female

85:15
72:28
81:19

Mean age
(years)

23
24
24

% Early
school
leavers

32
11
20

%
Employed

13
18
21

Table 4: Drug Treatment Data – MWHB area (O’Brien et al. 2002)

ALL CONTACTS NEW CONTACTS SOCIO-DEMOGRAPHICS
(ALL CONTACTS)

Year

1996
1998
2000



Often a social explanation is given to the phenomenon of high suicide levels among
young men. Changes in society, high expectations, lack of emotional support structures
and lack of coping skills contribute in placing heavy emotional burdens on young men,
who internalise problems rather than seek help for their emotional distress (McQueen &
Henwood 2002). Adolescence is a time when masculinity and personal identity becomes
important, and tension can arise when reality does not match ideal states:

The experience of emotional distress is likely to produce tensions between their [young men]

own lived experiences and what are deemed to be acceptable forms of self-identity and self-

presentation for young men in society. Similarly, contradictions between teenage boys’ lived

experiences and dominant masculine images may themselves produce and maintain emotional

distress (McQueen & Henwood 2002:1494).

Some have hypothesised that increases in suicide rates are signs of increasing emotional
distress in the community, and that mental health promotion for young men needs to
acknowledge young men’s perceptions of mental health, precipitants of crisis situations,
and barriers to help-seeking behaviour (Ritchie 1999). Perceived barriers preventing men
using support in crisis situations relate to notions of masculinity and include fear of self-
disclosure and adherence to male norms that emotional expressions in men are taboo
(Ritchie 1999). Since suicide is multi-factorial, a prevention strategy needs to contain a
multi-level and multi-agency response. 

Suicide prevention generally aims at reducing the incidence of suicide, but programmes
can also have other benefits such as enhanced emotional well-being, and easier access
to more user-friendly services (NSRG 2003). Suicide prevention generally uses two
approaches: population and high-risk interventions.  Population strategies aim at the
general population, and can aim at strengthening social cohesion and social capital in a
community or restriction of access to means (enhancing protective factors for suicide),
whereas high risk programmes address risk factors of suicide for example early school
leaving or alcohol misuse (NSRG 2003). There are a variety of suicide prevention
projects in Ireland, ranging from training of GP’s and other practitioners in suicide risk
assessment to work/employment strategies, and crisis intervention programmes (NSRG
2003).  

International reviews have identified schools as the preferred setting for suicide
prevention (NSRG 2003). School and youth work based programmes, within a broader
Life Skills approach, can enhance the development of emotional coping skills, help-
seeking behaviour and communication skills, and the development of self-esteem, in
addition to examining and challenging the traditional notions of masculinity. Other
important settings include the health services, third level institutions, youth work, and
community (NSRG 2003). The primary care setting might not be as effective in reaching
young men, as they are unlikely to visit their GP regularly (MHF 2002).  Outreach and
male friendly initiatives can improve the rate of uptake of services by men.  

One example of a settings based project aiming to promote young men’s positive mental
health, and raise awareness the emotional health needs of men is the Young Men and
Positive Health Project:  
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3.8 SUICIDE

More Irish people die from suicide than from road traffic accidents each year, and there
have been exceptionally high increases in rates of suicide among young men in the last
decades. 

The pattern of parasuicide reveals that more women than men attempt suicide – rates
were approximately 40% higher among women in 2002 (National Parasuicide Registry
Ireland 2003). The Mid-Western Health Board region had higher than national average
rates of parasuicide among both men and women, and 43.4% of attempts were among
men.

Despite clear gender differences in the epidemiology of suicide, strategies and
documents that report on suicide are surprisingly gender neutral. The NSRG Annual
Report 2002 recommends that variations in age, gender and method are taken into
consideration by Health Boards in order to plan services and statistics appropriately. 

Most studies that have analysed suicide have not taken gender and age into
consideration, but most agree that causes for suicide are multifaceted (Ritchie 1999,
Lloyd & Forrest 2001):
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The Mid-Western
Health Board region

had higher
than national
average rates
of parasuicide

among both men
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of attempts
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Suicide Facts (National Suicide Review Group [NSRG] 2003, The Samaritans
2003)

• The ratio of male to female suicide is over 4:1, and this ratio increases to over 7:1 
for 15-24 year olds. 

• In 2002, there were a total of 451 suicides, representing 1.5% of all deaths in Ireland.

• 82% of those deaths were among men, representing 2.3% of all male deaths in 2002.

• In 2001, of the male suicides (356), 75 (21 %) were aged 15-24, while 96 (27 %) 
occurred in the 25-34 age group.

• Based on figures registered in 1998-2002, an average of 43 suicides are reported 
each year in the MWHB region, 36 of those among men.

• In the MWHB area, annual rates of suicide per 100,000 population in the years 
1996- 2000 inclusive were 22.93 for males (5.21 for females), a figure that is higher than 
the national average (21.30); for men aged 15-24 in the Mid-West it was 31.69 and 
for men aged 25-44 it was 37.20. 

individual
characteristics

• mental health 
problems

• drug and alcohol 
use 

• gender identity 
issues

• genetic 
components.

family issues

• child abuse 
• suicide in the 

family 
•family breakdown.
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• economics
• discrimination 
• school under 

achievement 
• unemployment.

life 
events

• relationship 
breakdown

• confinement in 
mental hospital 
and prisons 

• loss of a job
• homelessness
• development of 

disability and 
illness.



3.8.1 Activities in the MWHB area

• The STORM project (Staff Training in Risk Management), a training intervention that 
focuses on the assessment and management of suicide risk, which has been offered 
to staff of the mental health services in the Mid-West region. 

• The Youth Wise Guide, a resource for parents in emotional health for young people, 
has been published, in association with the Suicide Research Foundation and the 
Southern Health Board. 

• An intervention study that will assess the impact of a group problem solving therapy 
intervention with clients who have attempted suicide is currently underway. 

• Guidelines for schools following a death of a student (MWHB “A Student Dies, A 
School Responds”) has been developed by the Health Promotion Department, and 
school crisis team training has been delivered.

3.9 VIOLENCE

Violence is a public health issue, with significant burden on mortality, morbidity and
quality of life of individuals and populations (Macdonald 2002).  Fear of violence also
impacts on emotional and psychological health, and more research is needed about
understanding these effects (Macdonald 2002). Violence varies across gender and age:
globally, homicide rates peak among males in the 15-29 age group, with male rates
being nearly four times that of females (Macdonald 2002). In Ireland 79.5 % of assault
offence victims were male in 2000 (An Garda Síochána 2001) – 77% in 2003 (An Garda
Síochána 2004a). Of all sexual offence victims in 2003, 79% were female (An Garda
Síochána 2004a). Violence places a huge health burden on both men and women. Most
perpetrators of violence are male, while victims of violence are both male and female. 
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The Young Men and Positive Health Project (Brady 2001)

This two-year Irish cross-border project aimed to promote positive mental health among
men aged 15-30 years, reduce suicide rates and raise local awareness regarding
emotional needs of men. The project included research followed by interventions that
focussed on training in: 

Schools: A pilot mental health module with fourth-year pupils – key issues 
included mental health, positive coping, relationships, help-seeking 
and services, and gender and youth. The programme used a 
participatory methodology and was run with same-sex groups, with a 
same-sex facilitator.

Recommendations from the pilot programme included that a mental 
health module be included in SPHE programmes (using same-sex 
groups and same-sex facilitators), that teachers be trained in 
facilitation skills and participatory techniques, that gender issues are 
raised in relation to mental health, and that Health Boards offer 
support for the facilitators.

The local Key findings from the research were fed back to the community
community: through information evenings. Youth and Gender workshops were held,

and 34 people attended the training – including Samaritans volunteers,
FAS supervisors, sports coaches, teachers, health and religious 
workers.

Recommendations included that information regarding mental health 
issues should be made available to local people, that work raising 
awareness of issues relating to men should continue, and that training
should be provided to those working with men in the community.

Mental Suicide Risk Assessment and Youth and Gender training were piloted 
Health with staff. The workshops covered the following areas – creating a safe
Services: environment for working with men, masculinity and messages about 

men, young people, mental health issues from the research, and new 
methods for engaging patients (particularity young men) in group 
work. 

Among the recommendations from this setting were that the informal 
education sector should be included in work to promote positive 
mental health among young people, that Youth and Gender and 
suicide risk assessment training be made available to health services, 
community and voluntary organizations.

One of the main benefits from initiatives such as The Young Men and Positive Health
Project is awareness raising: 
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The main achievement of the Project has been putting the issue of men’s mental health on the agenda

in each of these sectors [schools, community and voluntary organizations, and mental health services] so

that training and awareness raising work can continue to change the environment in which young men

live to a more supportive and environmentally healthy one

(Brady 2001:8).

The Male Perspective:
Young Men’s Outlook on Life (Begley et al. 2004)

A survey of over 350 young men in the Mid-West found that almost half (47 %) had experienced suicidal
tendencies and 4% had planned suicides. Only 4% of those with mental health problems had sought
professional help for emotional distress. The reasons for not seeking help highlighted an emphasis on
self-reliance or reliance on social supports, lack of knowledge about services, cost and worries about
confidentiality. The young men preferred to get support from their family, especially mothers (60 %),
friends (51 %) and partners (42%), with smaller numbers turning to health professionals (12 %).

The reported responses when worried or upset included talking to someone (90 %), getting angry (90 %),
alcohol (70%), and avoidance (65 %). Perceived barriers to seeking professional help included dislike of
talking to strangers about problems, cost, embarrassment and shame, confidentiality concerns and
stigma. Perception of the services among those that had used them for support included both positive
comments (confidentiality, helpfulness) and negative comments (waiting times, red tape). 

The report makes a number of recommendations that relate to men’s health.  Among them are the need
for suicide prevention and research to have a gender and age focus (men in the 18-34 age group), that
mental health professionals should be incorporated into General Practice settings, the piloting of a user
friendly, one-stop shop acceptable to men where health information, advice and support can be provided,
parental programmes and support, bereavement support specific to the needs of young men, and school
based programmes.



3.9.1 Domestic Violence

In 2003, there were 8,452 recorded domestic violence incidents in Ireland (An Garda
Síochána 2004a). Of those reported incidents, 90% of offenders were male, while 93%
of complainants were female (An Garda Síochána 2004a). Lorber (1997) argues that men
whose norms of masculinity relate to dominance, but lack emotional confidence or
economic status to support this are more likely to be abusive, and that domestic
violence is rooted in power, control and demonstrating masculinity. The European Men’s
Health Forum recognises men’s violence as a male health issue, as there are contributing
factors that are amenable to prevention and support rather than just punishment and
retribution (White & Cash 2003). The Forum has listed factors that contributed towards
men’s risk of abusing his partner, based on a 2002 WHO report:

Successful prevention of domestic violence needs to address the reasons behind the
abuse, and needs to formulate primary, secondary and tertiary prevention strategies
using both population and high-risk approaches at all levels from individual,
relationship, community to societal. For example, an individual, high-risk primary
prevention approach attempts to identify individuals and groups at risk of becoming
perpetrators and victims, and develop initiatives that aim at anger management and
development of self-esteem and emotional coping skills. 

There is currently some debate about the effectiveness of treatment/rehabilitation for
perpetrators, and whether perpetrators require support and skills development (such as
anger management and coping skills), or simply punishment, and whether either
actually works. A men’s group in the Mid-West region, (MOVE - men overcoming
violence) aim at men taking clear responsibility for their behaviour in the interest of the
protection and safety of women and children. It is mainly a directive programme and
does not provide a supportive role. There has been some expressed reservation about
the rehabilitative effects of such programmes, and the potential risks of such
interventions giving a false sense of security (Office of the Tánaiste 1997). 
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Public health and health promotion programmes that aim at prevention of violence can
combine primary, secondary and tertiary methods; and also combine population
approaches with high-risk methods. Some examples are provided below (MacDonald
2002). A partnership approach that involves relevant statutory and voluntary bodies is
also essential.
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Primary
prevention

Violence risk reduction in
school settings

Parenting education

Risk reduction strategies
(street lighting,
surveillance, community
policing) in high-risk
communities

Challenge mass media
portrayal of violence

Secondary
prevention

Support counselling for
victims of violent crime

Peer mediation
techniques for disputes
in school or work place

Family support to
families identified at
high risk for abuse

Violence prevention
coalitions (community
mobilization) in high-risk
communities

Tertiary
prevention

Appropriate treatment
/rehabilitation for violent
offenders

Family support to
families with violent
children

Shelter provision for
victims of domestic
violence

Training and strategies
for health and social care
professionals in
identifying and referring
victims of family violence

Increasing penalties for
perpetrators of violent
crime

Individual factors
Young age

Heavy drinking
Depression

Personality disorders
Low academic achievement

Low income
Witnessing or experiencing

violence as a child

Relationship factors
Marital conflict

Marital instability
Male dominance in the family

Economic stress
Poor family functioning

Community factors
Weak community sanctions
against domestic violence
Poverty
Low social capital

Societal factors
Traditional gender norms
Social norms supportive
of violence
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- Reflection on service providers’ attitudes towards men’s health. 

- Strategies for targeting, accessing and engaging with men.

- Men’s health issues.

Proposed relevant services and sectors: 
Primary care, mental health, public health, health promotion, community groups,
schools and colleges, youth services.

3.THAT HEALTH INEQUALITIES AMONG MEN ARE 
ADDRESSED

Rationale: 
There are large variations in health among men, and poverty, education,
transportation and housing are some of the main determinants of men’s health. The
complex interactions between gender and the wider determinants have not been
fully researched. As the main determinants of health lie outside the health sector,
multi disciplinary partnership working and inter-sectoral collaboration are
prerequisites for initiatives that aim to address health inequalities among men. 

Recommendations for action:
• That men’s health initiatives positively discriminate towards men who are 

experiencing socio-economic disadvantage and other forms of marginalisation.   Sub
groups among men who are likely to be more vulnerable to ill health include male 
travellers, homeless men, male prisoners, unemployed men, male early school 
leavers, male farmers, rural single men, men with disabilities, homosexual men, and 
male refugees/asylum seekers.

• That the Health Board works in partnership with the other public sector services, and
relevant voluntary organizations, when developing initiatives in men’s health that 
aim to address health inequalities.  

• That research is conducted to better understand the interactions between gender 
and other determinants of health, including social exclusion.

Proposed relevant services and sectors: 
All relevant service areas within the Health Board, other public sectors, and
voluntary and community organizations.  
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These recommendations are based on the detailed information contained within
the report. A brief rationale, recommendations for action, and proposed services
and sectors are identified where relevant. Recommendations 1-8 are fundamental
to service and policy development in men’s health and are relevant to most
services of the Health Board. They provide a broad framework for addressing
men’s health, and can be adapted to the specific needs of particular risk groups or
service areas. 

Recommendation 9 outlines actions relevant to distinct topics and issues in men’s
health. 

1. THAT GENDER SENSITIVITY IS INTRODUCED IN 
SERVICE PLANNING AND DELIVERY

Rationale: 
Gender is a determinant for health, built into risk of disease, illness and injury, help
seeking behaviour, and into the organization and delivery of health care. If gender is
taken into consideration when planning and delivering services, the different needs
of women and men are likely to be met in a more efficient and effective manner. 

Recommendations for action:
• That services consult with men to ensure that services are responsive to their needs, 

accessible and acceptable to men.

• That gender awareness training be piloted and evaluated. Raising awareness of the 
need for and benefits of gender proofing among staff, both strategic and operative, 
at all levels of the Health Board is the first step in introducing gender sensitivity into
the service.

• That gender proofing of service planning and delivery be piloted and evaluated. This 
five-step process systematically takes men and women’s different needs and 
experiences into consideration when planning, implementing and evaluating policies,
initiatives and services. 

Proposed relevant services and sectors: 
All service areas of the Health Board. 

2.THAT THE AWARENESS OF MEN’S HEALTH ISSUES IS 
RAISED AMONG SERVICE PROVIDERS 

Rationale: 
By raising the level of awareness and developing skills in men’s health among health
professionals and policy makers within the Health Board and in community settings,
men’s health is likely to become an item on the agenda of individual practitioners
and the services. Training is relevant to all health professionals who come into
contact with men.

Recommendations for action:
• That training in men’s health is provided where needed. Proposed content of training

in men’s health include:

- Gender and health and help seeking behaviour with particular reference to 
masculinity.
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5.THAT A SETTINGS APPROACH TO MEN’S HEALTH AND
HEALTH PROMOTION IS FURTHER DEVELOPED.

Rationale: 
Outreach is an approach where the services actively reach men in the settings where
they lead their lives. Research has suggested that because of men’s reluctance to
seek help for health problems and to engage in preventative behaviours, outreach is
a better method for targeting, accessing and engaging men. Activities that are likely
to be successful in outreach initiatives include screening, access to health
information, and information about access to services. As most action takes place
outside the health care setting, a partnership approach with other sectors and
voluntary groups is necessary. 

Recommendations for action:
• That outreach men’s health initiatives (such as the Farmer’s Health Project in West 

Limerick) be piloted and evaluated in other areas and services of the Health Board. 
Settings that are likely to be conducive to outreach activities in men’s health include 
the community (e.g. existing men’s groups, betting shops, barbers, public bars, 
marts, shopping centres), schools and colleges, sports (events and local 
organizations), youth centres, work place, and prisons.

Proposed relevant services and sectors: 
Relevant service areas of the Health Board, other public sectors and voluntary groups.

6.THAT MEN’S ACCESS TO THE HEALTH SERVICES IS 
FACILITATED

Rationale: 
Research has demonstrated that barriers to help seeking align themselves among
three main strands: psychological (perceived vulnerability, fear and denial), social
(the male gender role and norms of masculinity) and systematic barriers (the nature,
location, accessibility, convenience and relevance of the services).  When addressing
these barriers, both men themselves and the service providers need to be targeted.
In addition, other relevant parties such as employers need to raise their awareness
of their possible contribution to facilitating men’s access to health care and
preventative care. Men will need to raise their awareness about health, and gain the
skills necessary for help seeking. Help seeking for health needs become the norm
among men.  Service providers need to reorient themselves to become more ‘male-
friendly’. 

Recommendations for action:

1. Psychological and social barriers
• That men be supported in developing greater awareness about health and placing 

health on their agenda. Specific actions relating to health information are provided 
in recommendation 8. 

• That men are supported in developing skills, such as self-awareness and 
communication skills, for accessing and negotiating the health services. Settings 
such as schools, non-formal education and third-level education, the work place and
the community are conducive to skills development among men. 
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4.THAT ‘MEN’S HEALTH’ IS FORMALLY ADOPTED AS A 
SERVICE RESPONSIBILITY, WITH CLOSE LINKS TO 
WOMEN’S HEALTH AND GENDER

Rationale: 
Men’s health need to stay on the agenda of the Health Board for sustained positive
changes to happen to men’s health. Structures therefore need to be put into place to
support the development of men’s health. Men’s health and women’s health are not
polar opposites, but in reality are related. Improvements in men’s health are likely to
have positive health benefits for women, and vice versa. If men’s health is viewed as
part of the continuum of gender and health, close links to women’s health are vital.
A partnership approach within the Health Board, with the other public sectors and
with the voluntary sector is likely to be most effective when addressing men’s health. 

Recommendations for action:
That the Health Board continues to participate actively in national developments in 
men’s health.

• That the report is circulated to relevant personnel in the Health Board.

• That each service area develop their own action plan to develop men’s health 
relevant to their area, based on the content and recommendations contained in this 
report.

• That an implementation group, coordinated by a designated person within the 
Health Board, assumes the responsibility for developing and coordinating men’s 
health in the Mid-west region, ensuring the implementation of recommendations 
contained in this report. 

• That adequate resources be allocated towards the implementation of the 
recommended action items in men’s health.

• That a forum be established that will address and prioritise issues in men’s health in 
the Mid-West region. To ensure wide spread consultation, likely stakeholders in the 
forum are relevant representatives from the Health Board, City and County Councils, 
the Garda Síochána, the probation service, education sector, sports bodies, academic
institutions, voluntary organizations a that work on behalf of or with men, and men 
themselves. 

- The forum can function as a steering group in formulating a more extensive 
men’s health strategy for the mid-west, and in prioritising needs and actions.

- The forum can actively support and develop practical initiatives in men’s health.

- One of the main challenges for the forum will be to engage and empower men to
place health on their agenda and invite them to contribute to planning and 
implementation of the services. This will hopefully lead to better utilization by 
men of the services, and better service provision based on men’s needs. 

- The terms of reference, objectives, process and structure of the forum needs to 
be agreed by the members of the forum, based on the needs of the various 
stakeholders. 

Proposed relevant sectors and services: 
Relevant service areas of the Health Board, other public sectors, and voluntary
organizations.
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7.THAT MEN’S HEALTH AND MASCULINITY ISSUES ARE 
ADDRESSED IN SCHOOL, YOUTH AND THIRD LEVEL 
SETTINGS

Rationale: 
Challenging the individual and societal norms and expectations of masculinity that
negatively impact on health needs to begin early, and prime opportunities for
addressing gender and health issues exist in settings where young people lead their
lives. In the formal school setting, gender and health are currently addressed in
some of the modules of the SPHE programme. Research has shown that pupils’
experiences of SPHE are gendered, which highlights the need for a more gendered
approach to SPHE. Risk taking, closely intertwined with the younger male gender
role, is closely related to men’s health, and is a theme that needs to be addressed in
these settings.

Recommendations for action:

• That support and continued training for SPHE teachers and practitioners working in 
the non-formal education system be provided, specifically in skills in working with 
young men. 

• That active strategies are used in recruiting male SPHE teachers.

• That gender and specific men’s health issues are addressed more comprehensively in 
the SPHE curriculum. This might entail teaching some aspects of the curriculum in 
same-sex groups (in the case of mixed-sex schools).

• That personal development is encouraged among boys and young men in the formal 
and non-formal education sectors and in community based organizations. Initiatives 
need to make the relevance of life skills (such as building self-esteem and 
confidence, and attitude development) to daily life more explicit to young men. 

• That risk taking is addressed as a general theme in addition to addressing single 
risks in health education. 

• That community groups, for example sports organizations such as soccer clubs and 
GAA organizations, and other relevant groups that target and reach boys and young 
men work in partnership with the Health Board in raising awareness of men’s health 
issues. In addition to raising awareness about specific men’s health topics, general 
themes such as risk taking and reluctance to help seeking can be addressed. 

Proposed relevant sectors and services: 
Health promotion, education sector, youth setting, community organizations, and
sports organizations, and relevant networks such as the Limerick City and County
Sports Partnership.
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• That negotiations begin on the development of resource groups for men’s health, 
and that existing men’s groups be supported.  Men’s groups might need to be task-
oriented and practical to engage men, but can also include personal development 
and health as components.

• That men’s health and masculinity issues are addressed in school, youth and third 
level settings. Specific actions are provided in recommendation 7. 

Proposed relevant sectors and services: 
Relevant service areas within the Health Board, other public sectors, and voluntary
groups. 

2. Systematic barriers:
• That the development of a pilot Well-Man clinic be supported within the context of 

research and participative planning.

• That the primary care strategy vision of the local primary care centre as a ‘one-stop- 
shop’ be implemented. Access to services such as laboratory procedures, 
physiotherapy, dietician, and mental health professionals in one location is likely to 
reduce men’s reluctance to seek help for health problems.

Proposed relevant sectors and services: 

Primary care
• That services respond to men’s needs when tackling systematic barriers to help 

seeking. Examples include evening and Saturday opening hours, providing health 
information targeted at men, locating services outside traditional health centres 
(e.g. mobile road shows, drop-in centres in the community), and using alternatives 
forms to access services (e.g. telephone and mobile ‘texting’ services, and self-
referral/drop-in).

• That the work place be targeted as a setting where men’s access to health care and 
preventative services can be facilitated. 

• Research has demonstrated that emotional / mental and sexual health are areas that
are particularly difficult for men to address; therefore, these areas should be 
prioritised when addressing systematic barriers to men’s help seeking for health 
problems. 

• That a local database / directory of services be developed that lists organizations 
and initiatives in men’s health. This would serve as a resource for practitioners and 
organizations that wish to network with or refer men to services, and that wish to 
begin work in men’s health. 

Proposed relevant services and sectors:
Relevant to all service areas, in particular primary care, mental health, health
promotion, STI clinic, other public sectors, the private sector and relevant voluntary
groups. 
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9.RECOMMENDATIONS SPECIFIC TO TOPICS IN MEN’S 
HEALTH

Rationale: 
The broad recommendations 1-8 are relevant to all topics and issues in men’s health,
and are fundamental to policy and service development.  Specific recommendations
arising from the report relevant to distinct topics in men’s health are presented here. 

9.1 Cardiovascular health

Rationale: Cardiovascular is the leading cause of death in Ireland, and among men,
premature mortality is of particular concern. There is a large social class gradient in
mortality from cardiovascular disease and also in risk factors for cardiovascular
disease. Although cardiovascular disease is a gendered health issue, few gender
sensitive initiatives have been developed. Men are more likely than women to be
overweight or obese, are somewhat more likely to smoke, and less likely to engage
in regular moderate physical activity. 

Recommendations for action:

• That initiatives need to prioritise groups of men from the working classes.

• That the planning and delivery of cardiovascular policies and programmes becomes 
more gender sensitive, which is likely to benefit men and women more efficiently 
and effectively. 

• That gender sensitive initiatives are piloted and evaluated. Examples of initiatives 
that would benefit men’s health are male-friendly weight management programmes, 
and settings based physical activity initiatives that promote the benefits of moderate
physical activity for men. 

• That a settings based preventative screening outreach programmes be established. 
Screenings can assess for the risk factors of cardiovascular disease (such as blood 
pressure, blood lipids, BMI, family history, and diet, smoking and physical activity 
history). 

• That opportunistic screening, using brief interventions and motivational 
interviewing, take place while men are in contact with the health services for any 
reason.

Proposed relevant sectors and services: 
Cardiovascular health strategy, health promotion, public health, primary care, other
relevant areas within the Health Board, other public sectors and voluntary groups. 
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8.THAT ALTERNATIVE FORMS OF PROVIDING HEALTH 
INFORMATION TO MEN BE PILOTED

Rationale: 
Men’s knowledge of health and how to access health services varies widely. Research
has suggested that ways of communicating information, and messages in health
education campaigns need to be better targeted to become more effective. Men
often perceive that health promotion messages are addressed to women. When
tackling specific issues in men’s health, population based approaches are less
effective. There is a lack of published research into the forms of communication and
types of information that are more effective and appealing for men. 

Recommendations for action:
• That alternative forms of communication, such as the Internet, mobile phone 

texting, mobile road shows, confidential phone lines, and opportunistic advertising 
in locations, settings and at events where men are likely to lead their lives, are 
piloted and evaluated for their effectiveness to reach men. 

• That health information resources (in written/graphic and other alternative formats, 
such as verbal and internet based) for men be developed which aim to provide 
information about the following:

- How to access health services.

- How to communicate with health services.

- What type of preventative health screening is appropriate and available, why and
when it should be done, and where men can access preventative services.

- Practical information about common conditions that are more prevalent or more 
serious for men: symptoms, when to seek help, and where relevant services can 
be accessed in the Mid-West.

- That research is conducted into which forms of communication, types of 
messages and information are more acceptable, appealing and effective for men.

Proposed relevant sectors and services: 
Public health, health promotion, primary care, other relevant service areas of the
Health Board, and voluntary groups.
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9.3 Testicular cancer

Rationale: 
Incidence of testicular cancer has risen in the last few decades. It affects mainly
younger men, and it is highly curable if detected early. Groups of men who have a
higher risk of getting testicular cancer include men with a history of maldescended
testes, and infertile men. Research does not support population based screening for
testicular cancer; however, awareness-raising campaigns have been recommended. 

Recommendations for action:
• That parents of boys that have a history of maldescended testicles, and later the 

young men themselves, be informed of the higher risk of testicular cancer associated
with this condition. 

Proposed relevant services and sectors:
Maternity services, public health, paediatrics, urology, primary care.

• That awareness of testicular cancer and self-examination is raised among young 
men. Settings that have the potential to reach young men include schools and 
colleges, sports and other community organizations and events, work place, and 
youth centres.

Proposed relevant services and sectors:
Health promotion, primary care, formal and non-formal education sector, community
based voluntary groups.

9.4 Cancers

Rationale: 
Cancer is the second most common cause of death among men in Ireland. Excluding
prostate cancer, lung cancer and colorectal cancer carry the highest mortality, while
skin cancer, colorectal and lung cancer have the highest incidence. Mortality from
cancer has a social gradient. As many of the risk factors for cancer are preventable
(smoking, diet, physical activity, protection form the sun), there is a need to raise
awareness among men of preventative measures. Early detection and help seeking
influences outcome of many cancers, men need to know the symptoms of the most
common cancers, and when and how to seek help.

Recommendations for action:
• That initiatives prioritise groups of men from the lower occupational classes.

• That awareness is raised among men of cancer preventative behaviours - such as 
smoking cessation, healthy eating, physical activity, and using sunscreen / protective
clothing – and early detection and help seeking if symptoms are detected. 
Awareness campaigns that are gender sensitive are likely to be more successful; 
initiatives that are outreach and settings based are also more likely to reach men. 

Proposed relevant services and sectors:
Health promotion, public health, primary care, other public sectors and voluntary
organizations.
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9.2 Prostate Health

Rationale: 
There is a need to raise awareness among men of prostate health (both benign
disease and cancer). In the case of benign prostate disease, early help seeking for
symptoms is important. Benign disease can have a significant impact on quality of
life, and if left untreated, might lead to more serious health problems. Men need
information about the treatment options for benign disease and for cancer, and the
morbidity associated with surgical treatment. There is also a need to raise awareness
about the benefits and disadvantages of PSA screening for prostate cancer. Research
has demonstrated that PSA has low specificity for prostate cancer, and screening
might have little or no relation to outcome. Therefore, there is currently no evidence
that mass screening for prostate cancer is beneficial, even though it might be of
value for asymptomatic men over the age of 50 with a family history of prostate
cancer.  Practitioners also need current information about prostate health to enable
them to counsel their clients appropriately.

Recommendations for action:

• That educational materials and awareness campaigns are developed that aim to 
provide information about prostate health. Three separate types of brochures / 
leaflets (and alternative forms of communication) are proposed: 

• A general guide to prostate health for men. This guide can provide information 
about the prostate, benign and malignant conditions of the prostate, symptoms of 
prostate disease and related symptoms that are part of the normal ageing process, 
when and why to seek help, overview of treatment options, overview of PSA 
screening.

• A guide that details the pros and cons of PSA screening. The main purpose of this 
leaflet is to support practitioners to counsel their clients appropriately about 
screening, enabling an informed choice.

• A guide that outlines the treatment options for benign prostate disease and prostate
cancer.

Proposed relevant sectors and services: 
Urology service, primary care, health promotion
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9.7 Substance Use: Smoking, alcohol and drugs

Rationale: 
Smoking is a recognised risk factor for cardiovascular disease, respiratory disease
and cancers. Patterns of smoking vary according to age, gender, education and
social class, and initiatives need to consider all factors. Alcohol is deeply associated
with the male gender role, and interventions that aim to prevent or moderate
consumption need to be gender sensitive. Adverse affects of alcohol range from
once-off problems to recurring problems and chronic illness.  Research has shown
that policy related initiatives are most effective when aiming to reduce the level of
alcohol related problems. Levels of drug use are more prevalent among men. Drugs
misuse is linked to factors such as unemployment, social exclusion and social
deprivation, and these factors as well as gender need addressing in drugs
prevention, using a multi-disciplinary and multi-sectoral approach.

Recommendations for action:
• That tobacco control initiatives consider all factors that influence smoking rates: a

age, gender, level of education and social class.

• That drugs and alcohol prevention programmes need to be age and gender sensitive,
and focussing on supporting young men and women in gaining the skills needed to 
make informed health choices. 

• That a partnership multi-sectoral approach is required to address the factors 
associated with drugs misuse (unemployment, social exclusion and social 
deprivation).

• That research is conducted into the protective factors (such as social inclusion) for 
drug and alcohol misuse.

Relevant services and sectors:
Health promotion, mental health, other relevant services within the Health Board, other
public sectors, relevant voluntary organizations.

9.8 Suicide

Rationale: 
There have been exceptionally high increases in rates of suicide among young men in
Ireland. Research has shown that causes of suicide are multi-factorial, including
individual factors, family issues, social disadvantage and exclusion, and life events. It
has been theorised that men are more likely to internalise emotional and mental health
issues rather than seeking help for emotional distress. Suicide prevention programmes
need to intervene at all levels of causing factors, which requires a multi-disciplinary,
multi-sectoral partnership approach. Research has identified schools as the preferred
setting for suicide prevention.

Recommendations for action:
• That the recommendations contained in The Male Perspective: Young Men’s Outlook 

on Life (Begley et al. 2004) are implemented.

• That suicide prevention programmes prioritise initiatives targeted at men in the 18-
34 age group.
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9.5 Sexual health

Rationale: 
The incidence of Sexually Transmitted Infections and HIV/AIDS has risen in the last
few years.  Campaigns that address safe sexual practices need to be gender
sensitive as sexual behaviour is a highly gendered issue. Research has shown that
sexual health is an area that men have difficulty addressing in primary care. Sexual
health services based in traditional health settings might not be ideally placed to
reach men, and community based outreach initiatives with easy and convenient
access might have better success in reaching men. Boys and young men’s sexual
health awareness can be addressed in formal and non-formal education settings,
and research suggests that boys should be involved in the planning of sexual
education programmes and that practical issues such as barriers to using condoms
should be discussed honestly. Research also suggests that sexual education in
schools needs to be more gendered.

Recommendations for action:
• That safer sex campaigns and sex education initiatives become more gendered.

• That sexual health outreach clinics that specifically target men be piloted and 
evaluated.

• That initiatives target groups of men with potentially unmet sexual health needs: 
men who have become sexually active with new partners after a divorce or 
separation, and men who have sex with other men, but do not consider themselves 
gay. 

Proposed relevant services and sectors:
Health promotion, public health, primary care, STI clinic, other public sectors,
voluntary groups.

9.6 Emotional and mental health issues

Rise in suicide rates, increase in violence, and increased rates of alcohol and drugs
misuse among men have focussed the attention on young men’s emotional and
mental health. Research has highlighted the link between risk-taking behaviour,
substance use, mental health and gender, and the interaction of these factors need
to be taken into consideration when addressing emotional and mental health.
Physical isolation and lack of social interaction are other factors that influence men’s
emotional and mental health, and that can serve as barriers to help seeking. Men
are reluctant to seek help for mental and emotional issues, and there is some
empirical evidence that services with direct access and self-referral, and services
such as telephone support lines appeal more to men. Some men’s groups, most with
a task or issue focus, exist in the Mid-west region, but most practitioners report
difficulty in recruiting men to groups generally. All previous main recommendation
are relevant to emotional and mental health developments for men, and specific
issue based recommendations are outlined in 9.7, 9.8, and 9.9. 
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• That school and youth settings based programmes that use a Life skills approach are 
supported. Life skills can enhance the development of self-esteem, emotional coping
skills, help seeking skills and communication skills. Other settings for suicide 
prevention include the health services, colleges and the community.

• That further research is conducted into the protective factors for suicide.

• That suicide awareness raining continues to be supported. As young men are not 
likely to be regular users of the health services, training can also target practitioners 
and the general public in the community, work place, youth and schools settings, 
colleges and unemployment services.

Proposed relevant services and sectors:
Mental health, primary care, health promotion, other relevant services within the
Health Board, other public sectors and voluntary organizations.

9.9 Violence

Rationale: 
Violence is a significant public health issue, which impacts on mortality, morbidity
and the quality of life of individuals and populations. Most perpetrators of violence
are men, most victims of assault offences are men, while most victims of domestic
violence are women. Violence prevention programmes can combine actions at
primary, secondary and tertiary levels, and aim interventions at whole populations
and at high-risk groups. As most of the factors that contribute to violence lie outside
the health sector, a multi-sectoral partnership approach is required to address
violence. 

Recommendations for action:
• That violence prevention programmes combine primary, secondary and tertiary 

methods, and target interventions at both high-risk groups and whole populations. 
A multi-sectoral partnership approach is required to address violence.

• As violence is a gendered issue, violence prevention programmes need to be gender 
sensitive.

Proposed relevant services and sectors:
Relevant service areas within the Health Board, other public sectors and voluntary
organizations.
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LIST OF ORGANIZATIONS AND INDIVIDUALS THAT WERE CONTACTED FOR THE
PURPOSES OF INFORMING THE REPORT

Gerry Mitchell, North Tipperary Community Services, Co. Tipperary

The Red Ribbon Project, Limerick

Brian McCormack, Counsellor, Sustain Teambuilding, Co. Clare

Patsy O’Brien, Mental Health Development Officer, MWHB, Limerick

Juan Carlos Azzopardi, Moyross Community Development Network, Limerick

Heart Health Team, MWHB, Co. Clare

Brenda Stewart, Traveller Health Development Worker, MWHB, Co. Clare

Suicide Prevention Office, MWHB, Limerick

Dr. Richard O’Flaherty, General Practitioner, Limerick

Mr. Hugh Flood, Consultant Urologist, Mid-Western Regional Hospital, Limerick

Clare Care, Co. Clare

Nodlaig O’Grady, SPHE Coordinator, Limerick
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Health Promotion, MWHB, Limerick
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